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of the neck present a rather common prob- 
lem to the plastic surgeon. They most frequently result from 
severe burns which heal with excessive scar tissue formation be- 
cause of loss of the entire thickness of the skin. The resulting de- 
formity increases with time until there has been complete contrac- 
ture of the scar, which varies, of course, with the extent of damage. 
If there has been a minimum of skin loss, there may be only a 
slight webbing between the chin and neck with no limitation of 
motion and a poor cosmetic result due to alteration of the normal 
contour. In more severe cases, the chin is adherent to the thorax; 
freedom of movement of the head is impaired, or in some cases 
entirely restricted by immobilization of the neck muscles from the 
overlying cicatrix. Eversion of the lip may be produced in extreme 
cases, and in children the force of the contracting scar may be sufh- 
cient to cause deformity of the mandible and malocclusion of the 
teeth. 


At times it appears that the loss of tissue has not been great. 
But when at operation the scar contracture is incised down to 
healthy underlying tissue, it will often be seen that a very large 
defect is present between the chin and thorax which must be re- 
lieved by grafting, for both functional and cosmetic reasons. 


The two most popular types of skin graft used in neck con- 
tractures are the tube pedicle flap and the free full-thickness graft. 
It is necessary that the entire thickness of the skin be used in this 
particular region to repair defects in order to insure a quick sub- 
sidence of wound stimulus, thus preventing further scarring, and 
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B. Relieved by one-piece, thick-split graft. This will be replaced later by a 
full-thickness graft to give a smooth effect. 


' 
a Fig. 1—A. Burn contracture of the neck, two years’ duration. 
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also to insure a smooth neck contour. The replacement graft must 
be elastic since the normal position of the neck is one of flexion 
and the skin of the face and adjacent thorax have great motility. 
Thick-split grafts are usually unsuitable as a permanent corrective 
measure since scar tissue often forms beneath them because of con- 
tinued wound stimulus. They tend to contract; the skin becomes 
wrinkled and of poor texture, although, even so, the profile might 
be satisfactory. 


The thick-split graft may be employed as a preliminary measure 
when there is potential infection in an open wound, when draining 
sinuses are present, or when there is marked contracture of a very 
young scar which might harbor a latent infection. In these cases 
an immediate full-thickness graft would be contraindicated, but a 
“take” would be almost automatically insured in the case of a 
thick-split graft. Later this graft would be excised and replaced 
with a full-thickness graft. 


Even as late as February, 1939, Sir Harold Gillies', of London, 
made the statement that the tube pedicle flap was to be preferred 
to the free graft in every instance of neck contracture. This is not 
the popular view in this country, however, and it is now the opinion 
of many leading plastic surgeons, among them Blair and Brown’ 
of St. Louis and Sheehan* of New York, that the free full-thickness 
graft is the procedure of choice. The early disrepute of this method 
was in large measure due to fear of an unsuccessful graft. At the 
present time, however, no operator need shy from using free full- 
thickness grafts. Technic has been standardized and methods of 
immobilization have been improved so that, if a graft is applied 
to a healthy, unscarred base and the tissues are properly handled 
at operation, successful results should occur in practically every case. 


The advantages of the tube pedicle flap are that the operations 
can be done in simple stages with short procedures; local anesthesia 
may be used; and with reasonable care living grafts will always 
result. This method of grafting, however, requires long hospitaliza- 
tion; and numerous anesthetics with their potential complications, 
must be employed for children. As a rule, excellent function re- 
sults, but there is rarely a satisfactory profile at the angle between 
the neck and the chin, and this is perhaps the most important 
criticism to be brought against the tube pedicle flap. During the 
process of tubing, various factors, such as restriction of blood 
supply, operate which change the character of the subcutaneous 
tissue. The pedicle flap maintains a slightly rolled appearance, 
even though it is carefully untubed and properly sutured in place; 
and this interferes with a proper neck contour. 


j 
} 


852 THE SOUTHERN SURGEON 


The free full-thickness graft has none of these disadvantages. 
Although the operation necessitates a long anesthetic and is a 
tedious procedure requiring a much more difficult technic, the 
functional results are as good, and the cosmetic appearance is — 
better. The period of hospitalization is short since but one opera- 
tion is required, except for minor corrections which may be neces- 
sary. 


Fig. 2—A. Burn contracture of the neck, two and one-half years duration. 


Inasmuch as the success of the operation depends upon the 
technic, it may be well to discuss in detail the procedure to be em- 
ployed in using a free full-thickness graft for relief of neck con- 
tracture. It is extremely important for the donor sites and the 
recipient area to receive a thorough cleansing with soap and water 
several times before the operation. No other preparation is neces- 
sary except the usual preoperative measures employed before a 
general anesthesia. 


The scar of the contracture is excised thoroughly, and the struc- 
tures of the neck are allowed to resume their normal position. An 
accurate pattern is made of the defect, and the graft is obtained 
according to this pattern from the donor area. The site of choice 
is in the lower abdomen close to the inguinal region since here the 
color of the skin most nearly approaches that of the face and neck. 
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C. Appearance one year later following relief of band scar by modified Z-plasty. 


> 
: 
B. Relieved by a one-piece, full-thickness graft. : 
: 


854 THE SOUTHERN SURGEON 


The full-thickness graft is gently dissected up with painstaking care 
to prevent any injury to it. For this reason, it is handled by hooks 
and fine silk sutures, never being touched with forceps. 

If the graft is small, the donor site may be closed with sutures 
after undermining its edges; but, if it is large, a thick-split graft is 
required to close the defect. 


Fig. 3—A. Burn contracture of neck with open bite and complete loss of profile 
angle. 


The full-thickness graft is accurately sutured in place on the neck 
with numerous interrupted sutures on a continuous suture of fine 
silk. The interrupted stitches are placed approximately one-half 
inch apart, and one end of each suture is left long to be tied later 
over the pressure dressing. For more complete immobilization 
basting stitches are placed throughout the graft at regular intervals 
to attach it to its base. A pressure dressing is next applied in three 
layers: a layer of greased gauze (I prefer 5 per cent xeroform), 
a layer of cotton saturated with normal saline, and a layer of fine- 
grade mechanics’ waste. The long ends of the interrupted sutures 
are firmly tied over the dressing. The operative area is protected 
from the mouth by adhesive tape to prevent contamination of the 
graft with secretions and fluids. A larger dressing of mechanics’ 
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C. Three months following application of second full-thickness graft over chin. 


4 
B. Three weeks after application of a full-thickness graft. a 
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ee Fig. #—A. Burn contracture of neck, five years’ duration. 

; B. Profile after full-thickness graft. 
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waste is next applied for further pressure and immobilization, being 
held in place with muslin bandage and adhesive. 


At the end of a period of from 7 to 10 days, the graft is 
dressed for the first time, and all sutures are removed. There- 
after, a pressure dressing of xeroform is applied daily, and the 
pressure is not released until at least 3 weeks after the operation. 


Although the graft has the appearance of severely bruised skin 
on the first dressing, it rapidly regains its color and usually has a 
normal appearance within 14 to 17 days. The graft is exceedingly 
vulnerable to trauma because of the lack of nerve supply and the 
delicate blood supply, and, hence, it has been my practice to keep 
it covered with a dressing for four or five weeks following opera- 
tion, regardless of its appearance. 


In conclusion it should be emphasized that though full-thickness 
grafts require far more delicate handling than any other type of 
graft, they give a more pleasing contour, require far shorter hospi- 
talization, and are functionally as effective as the tube pedicle graft 
which is the procedure of choice in most localities. 
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RUPTURED, GANGRENOUS LEFT-SIDED 
APPENDICITIS 


Report of a Case 


W. C. Kennepy, M. D. 
Florence, Ala. 


ciara following case report is presented, not so much for the 
rarity of left-sided appendicitis, which is sufficiently common 
for most surgeons to see at least one in a lifetime, but to call atten- 
tion to a little-used, but in my opinion most important, incision which 
makes possible removal of the appendix almost regardless of its 
site, the use of sulfanilamide intraperitoneally, and the postoper- 
ative combination of morphine, suction and adequate water, elec- 
trolytes and glucose by vein. 


A negro, 26 years of age, was admitted to the hospital complaining of ab- 
dominal pain of four days’ duration, with nausea and vomiting. Onset had 
been sudden, the pain, severe, cramp-like and epigastric in location, shifting 
later to the lower abdomen. Previous history and family history were nega- 
tive. Eight hours after onset of pain two ounces of castor oil had been in- 
gested, which greatly increased the pain, but by the time of admission the pain 
had lessened to a considerable degree. 


‘Temperature on admission was 102, pulse 116, respiration 22. Blood count 
showed 26,400 white cells, with 98 per cent polymorphonuclears. Urinalysis 
was negative. 

Physical examination revealed an acutely ill negro, well developed and 
well nourished. His tongue was coated. He vomited almost fecal material 
during examination. The chest was clear and resonant. The abdomen was 
slightly distended, markedly rigid throughout, slightly more marked on the 
left than on the right. Severe rebound tenderness was present throughout 
the abdomen. 


Under pentothal sodium, with oxygen by mouth, a right transverse incision 
(described later) was made and, upon opening the abdomen, a foul B. coli 
odor, rather thick peritoneal exudate welled up into the wound. After suction 
the cecum was looked for, then felt for, and no ascending or transverse colon 
was to be found. The gut was covered with a plastic exudate throughout. 
Finally, a short colon was found, running from where the splenic flexure should 
be to the left lower quadrant. The cecum was in approximately the normal 
location, but on the left side. The appendix was large, the distal two-thirds 
gangrenous and a rupture about | cm. in diameter at the juncture of the 
first and middle thirds. The base was clamped, cut, tied, carbolized and 
dropped. Sulfanilamide crystals (1 Gm.) were shaken over the cecum and the 
base of the appendix ; a second gram was placed through the abdominal cavity. 
The wound was closed in layers without drainage. 


A duodenal tube was passed and constant nasal suction instituted and con- 
tinued for six days. The tube was irrigated with saline every six hours. One 
thousand cubic centimeters of 10 per cent glucose in saline were given every 
six hours for five days. Morphine sulphate, 14 grain, was given every four 
hours for five days. 
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The patient had a stormy course for 48 hours: his temperature shot up to 
106.4° twelve hours postoperative, but then fell, with gradually lowering 
daily peaks, until it reached normal on the tenth day. On the fourteenth day 
the patient was discharged with his wound healed, and eating a regular diet 
with no residual symptoms. At the time of this writing, nine weeks post- 
operative, he is working again as a day laborer. 


The incision used in this case is not original, but has been reported 
in the literature. If once used, I feel most men will adopt it perma- 
nently. The skin just below the anterior superior iliac spine is in- 
cised transversely towards the midline, passing through what would 
be the center of the McBurney incision. Seven and one-half centi- 
meters is quite adequate. The fibers of the external oblique, which 
run somewhat transversely downward here, are incised and re- 
tracted. The fibers of the internus and transversus abdominalis are 
then cut transversely (in the direction of these fibers) : thus damage 
to the nerve supply which runs parallel to the incision is minimal. 
The peritoneum is opened and wide exposure is available: thus all 
procedures can be done with direct vision, no barriers are broken 
down by a blind exploring finger. The closure of the wound is sim- 
plicity itself, and it seems almost impossible for a hernia to develop 
from this incision. 

Except in interval cases where no infection is present, the incision 
used in this case is advocated to replace the McBurney incision for 
the following reasons: 

1. It gives infinitely better exposure directly over the site of the 
disease if the appendix is in its normal position, makes possible re- 
moval if in abnormal position, permits adequate exploration of 
abdomen and pelvis. 

2. Tissues suffer less trauma than in a McBurney, as cutting is 
always less traumatic than tearing. 

3. No nerves are cut or torn with this incision. 

The use of sulfanilamide in the peritoneal cavity has been re- 
ported from several sources and | am certain it is life-saving in this 
type of case, as by its use almost im vitro bacteriostasis is accom- 
plished. 

Peritonitis of the type exemplified in this case kills as much by 
paralytic ileus as by toxemia, and this ileus can be prevented if not 
already present, or cured if present, by following three cardinal 
principles: 

1. Decompression (suction). 

2. Resting the bowel. (Nothing by mouth except sips of water 
which are promptly sucked back by the tube). 
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3. The full and prolonged use of morphine to increase intestinal 
tone. This action of morphine is a distinct contradiction of the 
pharmacology taught up to a few years ago, but is now definitely 
established, and, I personally feel, is important in the care of these 
patients. 


The dosage of sulfonamide used in this case was remarkably low 
and, I have subsequently come to believe, inadequate, though it 
seemed to add its bit to the recovery in this case. More recently I 
have been using sodium sulfapyridine which comes in glass ampules, 
containing 1 Gm. each, which can be easily sterilized. I have been 
using from 4 to 6 Gm. intraperitoneally and 1 Gm. in the layers of 
the incision. This gives an almost immediate high concentration 
both in the field of infection and in the blood stream, and obviates 
the necessity of sterilizing the crystals as simple immersion in 
alcohol suffices. 


CONGENITAL HYDROCEPHALUS 
COMPLICATING LABOR 
Report of Cases 
Earce M. Witper, M. D., Leon F. Mo.pavsky, M. D.* 
Baltimore 


" Beweeagie ITAL hydrocephalus is a condition in which the vol- 
ume of the cerebrospinal fluid is increased because of inter- 
ference with the cerebrospinal circulation, by obstruction at some 
point. It is usually associated with other congenital abnormalities, 
such as spina bifida, talipes, harelip. DeLee’ mentions that syphilis 
may play a part and in one of our cases the mother was syphilitic 
(treated). The incidence of toxemia and hydramnios is definitely 
increased. The circumference of the hydrocephalic head may be 
as much as 75 cm. and the quantity of cerebrospinal fluid as much 
as 6 to 7 liters. Savage* in a study of 8365 deliveries at the Uni- 
versity Hospital, University of Maryland Medical School, found 
10 cases of hydrocephalus. At the Sinai Hospital, in about 6000 
deliveries we found 8 cases. Murphy,’ in his monograph, Con- 
genital Malformations, studied 935 malformed individuals, and 
found that 566 of the infants had defects in the central nervous 
system and, of these, hydrocephalus alone accounted for 180. He 
stated a number of interesting facts and it is worth while to repeat 
them here. Malformations are more common among siblings and 
are prone to be identical in a family. In Philadelphia 1 in 213 live 
births showed malformation, and 90 per cent of malformed new- 
born were stillbirths or died within the first year. The incidence 
of defects is about twice as great among white as among colored 
families. Twenty-five per cent more malformations occurred in 
families in which a previous malformation had occurred. Older 
mothers were more likely to give birth to malformed individuals, 
and this likewise applied to children born late in a family. There 
are about an equal number of males and females affected with 
abnormalities. A malformed child is more likely to follow an 
abortion, a premature birth, or a stillbirth. Polyhydramnios and 
abnormal fetal movements had been noted in many cases. If two 
or more malformations occurred in the same family, 50 per cent 
were found identical. The influences producing malformations defi- 
nitely were those in the germ cell prior to fertilization. In families 
already having one malformed child the birth of a subsequent mal- 
formed child will probably take place about twenty-five times as 
frequently as in the general population. 


From the Department of Obstetrics, Sinai Hospital, Baltimore. 
* Resident in Obstetrics, Sinai Hospital, Baltimore. 
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The diet of many mothers who gave birth to malformed children 
was found defective in calcium, phosphorus, iron and vitamins. 


The diagnosis of hydrocephalus can usually be made clinically 
and whenever the condition is suspected, x-rays should be utilized. 
Anteroposterior and lateral views must be obtained to avoid errors 
in diagnosis. The fetus usually presents as a vertex but because of 
the size of the head the breech may be substituted. Often one finds 
a huge, unengaged head that, as Williams noted, gives to the pal- 
pating hand a peculiar crackling sensation. The head is cystic and 
Huctuates. Upon doing a bi-manual examination one feels the 
thinned out vault, the widely separated fontanels and gaping sutures. 
The cranial vault may be so distended as te create the impression of 
a distended bladder or unruptured bag of waters. Indeed, when one 
attempts perforation the findings simulate the unbroken amnion. 


Bartholomew’ and Tillim*, in single cases, noted a fetal brady- 
cardia. In a few of our cases we observed a rate of 130, but no 
actual slowing. Bartholomew asked whether this is not a frequent 
finding in hydrocephalus. Further observation is necessary before 
this question can be answered. 


The presence of hydramnios should always make one suspicious 
of fetal abnormalities, and x-ray studies should be done to aid in 
the diagnosis. The findings are conclusive and interesting. How- 
ever, Dippel’ has pointed out that in the breech presentation one 
can make errors and suggests that lateral views be obtained in 
addition to the customary anteroposterior views. He mentioned 
two cases where mistakes in diagnosis had been made due to simple 
divergence of the x-rays. When the head is in the fundus an 
exaggeration of the fetal head amounts to as much as 50 per cent 
because the head is at a greater distance from the film. Whereas 
in the vertex the distortion rarely amounts to as much as 25 per cent. 
With the patient in the lateral position and the use of any of the 
accepted methods of cephalometry, one should avoid the possibility 
of erroneous diagnosis on the bases of exaggerated fetal head size. 


Roentgenologists recognize several distinguishing characteristics 
of intrauterine hydrocephalus. When the head is unusually large 
on an x-ray film one should also look for the following: The rela- 
tively small facial features, gaping sutures and fontanels, dispro- 
portionately small body and the globular shape of the fetal head, 
compressibility and thinning of cranial bones. To these, Dippel 
and King add: the absence of occipital flattening in cases of breech 
position; the marked decrease in density of the vault of the skull, 
as observed by haziness of the fetal head shadow in this region 
when compared with that of the base of the skull. 
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It must be remembered that we are discussing the cases of hydro- 
cephalus with marked enlargement. In our cases, those of a lesser 
degree did not cause any difficulty. The literature and textbooks 
make no mention of the possible complications ensuing from a 
slight or moderately distended head. In our experience labor was 
uneventful in these cases and terminated spontaneously, the diag- 
nosis being made after birth. 


The treatment of hydrocephalus depends upon diminishing the 
cranial contents so as to eliminate the cephalopelvic disproportion. 
If the condition remains undiagnosed and is neglected a ruptured 
uterus often occurs because of the greatly thinned out lower uterine 
segment. Hydrocephalus is the third commonest cause of rupture.’ 
This tragedy follows attempts to deliver the head without first per- 
forating it or during version and breech extraction. Most obstet- 
ricians agree that the safest and simplest procedure is to perforate 
the fetal skull and permit the cerebrospinal fluid to drain off. Spon- 
taneous delivery should ensue. However, if rapid termination is 
demanded and the cervix is fully dilated, the cranioclast may be 
used, or a version and breech extraction, depending upon the skill 
of the operator. The latter procedure is not recommended because 
of danger of rupture of the uterus. When the breech presents, 
DeLee recommends perforating the aftercoming head with a trocar 
through a spot beside the ear, but the operation has been performed 
through the mouth and the spinal canal.* Stander’ suggests that by 
excising the arch of one of the cervical vertebrae a catheter can 
be passed through the vertebral canal, thus evacuating the cerebral 
contents, or, a trocar can be used; however, this method must be 
very difficult and hazardous. 


William More’, of Stepping Hill Hospital, England, claimed that 
the usual methods of treatment by vagina is difficult to perform 
because the lower uterine segment is thinned out and additional 
vaginal manipulation may be the factor in causing rupture of the 
uterus. He quoted Walsh, who recommends transparietal aspira- 
tion of the fetal skull. More reported a case treated by this method 
with x-ray studies before and after. He withdrew 14 ounces of 
fluid by this method and three days later a spontaneous delivery of 
‘a child weighing 5 pounds 8 ounces took place with no complications. 
His technic is to anesthetize an area on the mother’s abdomen in 
the midline above the bladder, and under aseptic conditions pass a 
large gauge needle into the fetal head. He admitted that the dis- 
advantages are a possible puncture of the bowel or bladder. These 
are minimized by the advantages of ease of performance, absence 
of shock and the lessened risks of sepsis and rupture of the uterus. 
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This method is presented as being of interest and perhaps, in the 
occasional carefully selected case, it may be of some value. 


The procedure of choice in the treatment of hydrocephalus is to 
perforate the fetal skull by the vaginal route and to permit a spon- 
taneous termination of labor. In three of our cases, this was done 
and no severe complications followed except for pyelitis in two 
patients. Before attempting the perforation make certain that the 
bladder is empty and that an enema has been given. The cervical 
canal must be obliterated, the os at least 2 cm. dilated, and the 
membranes ruptured. The fetal head is held steady at the pelvic 
brim by an assistant as the cranium is perforated with a trocar 
or a long pair of scissors. The instrument is held in one hand and 
guided through the cervix with the other hand in order to keep it 
from slipping from the tense head. Otherwise, the maternal soft 
parts may be injured. The fontanels, sutures or the cranial bones 
will permit easy entry. In two of our cases the vertex presented 
itself in the lower part of the birth canal as a sac. It was quite 
simple to penetrate the bulging, distended cranium, and then Jacob’s 
clamps were applied and with traction the malformed infant was 
delivered. Of course, labor had progressed favorably and the cervix 
was nearly fully dilated and the presenting part in the midpelvis. 
However, when the mother has toxemia or fear of rupture of the 
uterus is present or any other complication which may require termi- 
nation of labor, perforation of the skull, while the head is high, 
will be sufficient to produce successful delivery. After delivery drop 
the baby in a bucket of water in the event he may still breathe and 
cause some discomfort to the onlookers. 


We do not believe that cesarean section should be done for 
hydrocephalus alone. The infant is already greatly compromised 
and there is no point in subjecting the mother to a major operation 
to deliver a malformed infant. It may mean future sections and 
the mortality and morbidity of this operation are to be considered. 
In one of our cases, the abdominal route was elected for termination 
of labor and in retrospect we feel that the vaginal method of de- 
livery could have been safely employed. Naturally where religious 
beliefs play a part in determining the course of action and prevent 
destructive operations on the infant, section may be the only method 
of choice in the interests of the mother. In one of the clinics of this 
city cesarean sections are done routinely on all mothers with hydro- 
cephalic infants too large for delivery from below. No destructive | 
operations are permitted because the prevailing opinion is that 
the obstetrician has no right to take a life. We do not endorse this 
course of conduct. 
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There is no known cure for hydrocephalus and we make no effort 
to save the affected babies. There are cases on record of hydro- 
cephalic babies living after craniotomy and cesarean section.* How- 
ever, they succumb eventually, or remain idiots. 


Fig. 1. An anteroposterior x-ray showing the large, globular head, thinned 
cranial bones. (Case 1) 


Because of atony of the uterus, due to hydramnios and prolonged 
labor, post-partum hemorrhage must be anticipated. There is a 
definite increase in morbidity in these cases. 


In the past ten years we have had eight cases of hydrocephalus 
at the Sinai Hospital. Two cases were terminated by craniotomy, 
two cases by cesarean section, and the rest by normal delivery. We 
have included in this study one case from the West Baltimore Gen- 
eral Hospital in which craniotomy was done. 


PRESENTATIONS: 


Case 1.—Mrs. M. E., a 21 year old housewife, had had one previous normal 
pregnancy, two years before. There was no history of serious illnesses or opera- 
tions, no rheumatic or scarlet fever. Her husband was in good health. Menstrual 
history was normal. Her last menstrual period had been Oct. 10, 1939. Esti- 
mated date of confinement was July 17, 1940. During the first month of 
pregnancy she had had mild attacks of nausea and vomiting, occasional head- 
aches and edema of ankles. As she entered the last trimester of her pregnancy 
she noticed some shortness of breath. Objectively the only finding was 
tachycardia. 
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All studies were negative and a B.M.R. was within normal limits. This 
state of affairs became gradually and progressively worse. Accordingly, fol- 
lowing the advice of a medical consultant, the patient was ordered to bed and 
digitalized. Digitalis was discontinued when, after a period of trial, no benefits 
were noted. However, she was kept at bed rest for the last 18 weeks of preg- 
nancy. Orthopnea and tachycardia persisted and no other findings observed. 
Two weeks before admission to the hospital, the patient complained of ab- 


Fig. 2. A lateral view of the same case showing better detail. The increased 

density of the base of the skull as compared to the vault is easily seen. The 

head size seems out of proportion to the development of the rest of the body. 
(Case 1) 


dominal distress which was extremely annoying. At this time medical induc- 
tion of labor was attempted with no success. Examination revealed an obese 
woman with a very large gravid uterus. Abdominal wall and lower extremi- 
ties were edematous, the fetal head was floating, easily ballotable and the fetal 
heart tones were of good quality and regular, 140 per minute. A diagnosis of 
hydramnios was made with a possibility of multiple pregnancy or monstrosity. 
It was decided to watch her further because she was three weeks from term. 
The patient was seen frequently and after two weeks had elapsed it was noted 
that her blood pressure was 150/110 with a 1 plus albuminuria. Accordingly 
she was hospitalized and x-ray studies revealed a hydrocephalic fetus (figs. 1 
and 2). It was decided to deliver her vaginally following a craniotomy. On 
July 9, at 11 p. m., the membranes were ruptured with the escape of a large 
amount of amniotic fluid. On palpation a large fetal head, rather cystic and 
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compressible, was felt ; fetal heart good, cervix uneffaced and with no dilata- 
tion. Condition of mother was good with mild toxemia and tachycardia 120. 
After 36 hours, labor did not ensue. However, the cervix was now effaced 
and 2 cm. dilated. A simple craniotomy with a long pair of scissors was done 
and about 2 liters of fluid escaped. The patient went into labor and twelve 
hours later she was delivered spontaneously of a dead male child which weighed 
7 pounds. The cranial vault was greatly thinned out. No other malformations 
were noted. Autopsy on child not granted. The post-partum course of mother 
was uneventful, pulse and blood pressure returning to normal in four days. 


Fig. 3. X-ray when patient was 20 weeks pregnant. The head is in the fundus, 
right upper quadrant. (Case 2) 


This case is of interest because of the tachycardia which persisted 
during the last trimester, the development of toxemia and the 
presence of hydramnios. The x-ray findings are conclusive of 
hydrocephalus. A craniotomy on a floating head easily accomp- 
lished with uneventful spontaneous delivery following. 


CaskE 2.—M. P., a 23 year old primipara, was first seen in the prenatal dis- 
pensary on Oct. 11, 1939. She gave a history of having been treated for syphilis 
in 1935-36. Her last menstrual period had occurred Aug. 27, 1939, making 
her estimated date of confinement June 3, 1940. On physical examination a 
systolic and presystolic murmur were discovered. A teleoroentgenogram of 
the chest revealed signs of early rheumatic cardiovalvular disease and clinically 
the diagnosis of mitral stenosis and insufficiency, well compensated, was made. 
At the time of admission the patient was twelve weeks pregnant. Urine— 
negative for sugar and albumin. Smear and Wassermann both negative. 

On Jan. 22, 1940, the patient was seen in the dispensary, complaining of a 
bloody vaginal discharge. She was admitted for observation. During her stay 
in the house, bleeding completely ceased. The fetal heart, not heard in the 
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dispensary, was subsequently heard by several observers. The uterus was tense 
and rather cystic. Plain film of the abdomen revealed a 5 month fetus in a 
breech presentation (fig. 3). She was discharged after 6 days, no cause for 
her bleeding having been found. 


Two months later a similar episode of vaginal staining occurred. It too, 
ceased. At this time, the fetal heart was again heard and spontaneous correc- 
tion to the vertex position was found on abdominal palpation. 


She was then seen in the prenatal clinic every week; the fetal heart was 
heard each time. On two occasions the blood pressure was higher than usual. 
Once it was 130/60 and the second time it rose to 140/70 


Fig. 4+. Anteroposterior x-ray during labor shows that the head is elliptical, with 
the lowest portion in the pelvis. Base of skull denser than vault and suture lines 
widely separated. Skull bones greatly thinned. (Case 2) 


On May 13 it was found that the patient had gained 5 pounds in one week. 
The urine showed a faint trace of albumin. Bed rest and salt-free diet were 
prescribed. 


Three days later the patient entered the ward with a history of ruptured 
membranes nine hours previously. Blood pressure was 126/80, fetal heart rate 
136 in left lower quadrant and the fetus was in the left occipito-transverse 
position. It was not until the next day after castor oil and quinine induction 
that active labor ensued with pains coming strongly every 5 minutes. The 
maternal pulse was 88-90 for two days before delivery. 


At this time it was noted that the head seemed large and did not descend 
well into the pelvis. After twenty hours of labor the presenting part descended 
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into low midpelvis, and at this time a large solid body riding well above the 
brim of the pelvis was discovered. The fetal heart could no longer be heard. 
The cervix was 4 fingers dilated. The tentative diagnosis of hydrocephalus 
was made and a flat plate was decided upon (fig. +). It revealed an enormous 
head beginning well above the symphysis and extending well into the pelvis. 


In view of the descent of the presenting part, the nearly complete dilatation 
of the cervix, the disappearance of the fetal heart and the confirmation of the 
diagnosis of hydrocephalus, vaginal examination and possible delivery were 
decided upon. On vaginal examination the hardness of the presenting part 
felt on rectal examination previously done was explained by the existence of 
a brow presentation. The face was directed toward the left, the occiput 
toward the right. Above the brow could be felt the marked separation of the 
cranial bones and the marked bulging and soft fluctuation characteristic of the 
hydrocephalic head. The patient was fully dilated and delivery was decided 
upon. 

A Smellie scissors was inserted into the membranous area between the suture 
lines, and about 600 to 700 c.c. of bloody cerebrospinal fluid drained off. 


A Jacobs clamp was then applied to one of the parietal bones of the collapsed 
skull and with traction a 6 pound 6 ounce stillborn male hydrocephalic deliv- 
ered without difficulty. The skull bones were enormously thinned and the 
facies typically hydrocephalic. The placenta separated without difficulty. There 
was a foul vaginal odor, so obnoxious as to make the delivery room untenable. 


The post-partum course was marred by a severe endometritis and pyelitis 
which cleared up under sulphanilamide therapy. 


The fetus on examination was found to be a marked hydrocephalic, the col- 
lapsed head was about the size of a football. The skin was macerated and 
vesicular. All four extremities showed some degree of deformity. The lower 
extremities exhibited webbing and clubfoot. The hands were also deformed. 


This case is of interest because of the history of syphilis, the 
unexplained ante-partum bleeding and the ease of delivery after 
craniotomy. 


Case 3.—H. G., a 22 year old primipara, was first seen in the obsetric dis- 
pensary in the twenty-fourth week of her pregnancy. Physical examination 
was negative. Blood pressure was 100/80. Urinalysis was negative for al- 
bumin and sugar. Wassermann and smear both negative. Estimated date of 
confinement was March 22, 1940. 


Her prenatal course was entirely uneventful. On her dispensary visit in 
February her abdomen was thought to be unusually large, suggestive of mul- 
tiple pregnancy and an x-ray was decided advisable. The uterus was tense and 
examination difficult. 


A flat plate of the abdomen revealed a fair sized fetus, the vertex presenting 
with an enormous head, the bones of which seemed unduly thin. A diagnosis 
of hydrocephalus was made (figs. 5 and 6). 


It was decided that in view of the diagnosis further prolongation of preg- 
nancy was futile and in March the patient was brought into the hospital for 
induction. She was three weeks from term. She was given the routine in- 
duction (castor oil and quinine) which failed. Subsequently the patient was 
given pituitrin in small doses which also failed to induce labor. It was then 
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decided to leave the patient alone and she was discharged. The fetal heart 
had been heard, pulse of mother 88. 


Fig. 5. Anteroposterior view showing large globular head with thinned cranial 
bones. Base of skull more clearly defined than vault. Suture lines widely 
separated. (Case 3) 


A week later she was re-admitted with a history of ruptured membranes 
1'% hours before admission. Her pains were irregular, rectally the presenting 
part was high, the cervix thick and one finger dilated. It was not until after 
castor oil and quinine were given 8 hours later that active labor ensued. The 
fetal heart was again heard and of good quality. Sterile vaginal examination 
20 hours after admission revealed the presenting part to be fixed and the 
cervix 2 fingers dilated. The patient was given nembutal gr. 14, and a short 
time afterward, as the pains continued to increase in intensity, nembutal gr. 3. 
The pains continued strong, constant, and morphia gr. '4 was given. By the 
next morning, 30 hours after admission, dilatation of the cervix was complete 
and the most dependent portion of the presenting part had descended in the 
form of a sac into low pelvis. 


The patient was taken to the operating room and prepared for delivery. 

Vaginal examination revealed the soft sac with the paper-thin like bones in 

low pelvis. A Smellie scissors was inserted easily into the cranium through a 
—< space between the cranial bones. A gush of clear fluid followed, and with it 
some fragments of brain. About 2 liters of fluid were drained in this fashion. 
After this, low forceps were applied to the emptied skull and it was brought 
down through the outlet sufficiently so that a Jacobs clamp could be applied 
to one of the parietal bones without difficulty, and further traction exerted. 
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The head and then the body of a stillborn male, hydrocephalic fetus was then 
delivered with ease. No cervical or vaginal lacerations resulted. Episiotomy 
previously made was repaired quickly. The patient’s pulse after delivery was 90. 

Her post-partum course was complicated by a pyelitis which rapidly cleared 
up. She was discharged on the twelfth day. 


Except for the hydrocephalus the fetus showed no other abnomalities. 


Fig. 6. Lateral view of the same case shows the relatively small body, globular 
head, small facial features. Poorly defined vault as compared to the base of 
the skull. (Case 3) 


In the last two cases the presence of hydramnios could not be 
determined because membranes had ruptured previous to admission 
to the hospital. 


Case 4.—J. R., aged 23, was admitted to the Sinai Hospital on May 18, 
1939. She had had one previous uneventful pregnancy. Estimated date of 
confinement April 29, 1939. Maternal pulse was 104, fetal heart rate 130. 
On examination the fetus presented as a vertex with an enormous, cystic head, 
unengaged and measuring from the symphysis to as high as the level of the 
umbilicus. X-ray confirmed the diagnosis of hydrocephalus. It was decided to 
try medical induction and for the 24 hours which followed, labor was desultory. 
A vaginal examination revealed a thick cervix 2 fingers dilated with the mem- 
branes bulging. The head was soft and had a “mushy” feel. Accordingly 
cesarean section was decided upon because of the monstrosity and cervical dys- 
tocia. A hydrocephalic baby weighing 6 pounds 8'4 ounces was delivered, 
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which lived for about 10 minutes. The infant had, in addition to the hydro- 
cephalus, abnormal hands and feet, rudimentary toes and thumbs; a double 
vagina and epispadias. The circumference of the head was 50 cm. (normal 
34 cm.) B. P. 14.5 cm. (normal 9.5 cm.) ; B. T. 10.5 cm. (normal 8 cm.) ; 
O. F. 15 cm. (normal 11 cm.) ; S. O. B. 13.5 cm. (normal 9.5 cm.) 

In retrospect, we feel that this patient could have been delivered 
by the vaginal route had a craniotomy been done. If membranes 
were ruptured, and then the cranium perforated, labor could have 


ensued without difficulty. 


Case 5.—A young white woman, aged 30, was admitted with a pre-eclamp- 
tic toxemia. X-ray revealed twins, one of whom showed a hydrocephalus. The 
first baby was delivered by vertex and was normal in every respect, weighing 
5 pounds 6 ounces. The second amniotic sac showed hydramnios and this in- 
fant was delivered by breech with no difficulty, lived for three hours. There 
was a single placenta, two sacs and two cords. The abnormal infant also had 
a lumbar spina bifida and weighed 5 pounds 12 ounces. 


Case 6.—A white woman, aged 20, was delivered of a hydrocephalic, pre- 
mature, 7 months, who lived for a few minutes. Nothing unusual occurred. 


Case 7.—A 19 year old primipara at term with slight edema of legs. Fetal 
heart rate was 132. Delivered spontaneously after a 12 hour labor with a 
hydramnios, of a malformed infant weighing 6 pounds 13 ounces. The baby 
had a hydrocephalus meningomyelocele and a lumbar spina bifida. B. P. 10 
cm.; B. T. 9 cm.; S. O. B. 11 cm.; O. F. 13.25 cm. The baby lived for 22 
days and then succumbed to infection of spina bifida. 


Case 8.—A classical cesarean section was done for placenta praevia with 
the delivery of a malformed infant which weighed 7 pounds % ounce. The 
baby showed hydrocephalus, spina bifida, meningocele, right clubfoot, O. F. 
15cm.; S$. O. B. 14.25 cm.; B. P. 11 cm.; B. T. 11.25 cm. The baby lived for 
23 days and then died of intercurrent infection. 


Case 9.—A young white woman, with a normal pregnancy 6 years before, 
was delivered of a macerated hydrocephalic infant. 


During the period of this study there were 6 cases of hydro- 
cephalus in early childhood and infancy admitted to the Pediatric 
Department. In none of these was there a history of difficult labor. 
The condition developing during the first year of life and admission 
usually for study, or for unrelated maladies. 


SUMMARY AND CONCLUSIONS 


1. Congenital hydrocephalus is due to an excessive accumulation 
of cerebrospinal fluid in the ventricles producing an enlarged fetal 
head with subsequent cephalopelvic disproportion. 


2. The diagnosis can be suspected clinically and easily confirmed 
by x-ray studies provided that both anteroposterior and lateral views 
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are obtained. Hydramnios and toxemia are frequent associated 
conditions. 


3. The characteristic x-ray findings are: Unusually large head 
with relatively small facial features, gaping sutures and fontanels; 
disproportionately small body and the globular shape of the fetal 
head; absence of occipital flattening in cases of breech position; 
marked decrease in density of the vault of the skull as observed by 
haziness of the fetal headshadow in this region when compared with 
that of the base of the skull, and thinning of the cranial bones. 


4. The treatment recommended is simple perforation of the 
cranium permitting spontaneous labor. The method of transparietal 
aspiration is described which may have a very limited application 
in carefully selected cases. The complications of ruptured uterus 
is to be feared in neglected cases and where intrauterine manipula- 
tion is performed. Post-partum hemorrhage is also to be watched 
for because of possible atony of the uterus, particularly in associa- 
tion with hydramnios and prolonged labor. Morbidity is definitely 
increased. 


5. Case reports are presented. 


We wish to thank Dr. M. W. Aaronson, Chief of Service, for permission to use 
several of his cases as well as for his assistance; Drs. William Schapiro and Norman 
Kleiman for allowing us to include their cases, and Miss Daisy Stillwell for her 
assistance with the photography. 


2224 Eutaw Place. 
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THE EXTERIORIZATION OF COLONIC CANCERS 


CurticE Rosssr, M. D., F. A. C. S. 
Dallas, Texas 


gio first resection of a portion of the colon for tumor was 
reported a century ago by Reybard of Lyon’; the two ends 
of the bowel were united ‘directly and immediately” by the sur- 
geon. Immediate anastomosis following excision of segments of 
the large bowel continued to be practiced until 50 years ago when 
Bloch, of Copenhagen, gave the first account of what Rankin has 
recently termed the greatest single technical factor in advancing 
colonic surgery-—the application of the principle of exteriorization. 
During this same period Paul, Maydl, Schede and Mikulicz*? adopted 
and modified Bloch’s technic and there emerged from the joint 
surgical experience of the entire group what is now called the ‘““Miku- 
licz procedure.” This term may be applied to any operation per- 
formed in stages that involves mobilization, the fashioning of a 
“double-barreled shotgun” out of the afferent and efferent loops, 
the prompt or delayed resection of the growth outside the peritoneal 
cavity, the subsequent removal of the partition by pressure and the 
final closure of the colonic fistula.* During the past fifty years the 
Mikulicz plan has been renovated and improved, particularly by 
Rankin,* to permit removal of larger areas of colon and mesentery 
and with its present radical technic has gradually received the ap- 
proval of practically all of those engaged in intestinal surgery. 


It is quite apparent from present medical literature however that 
the pendulum is beginning to swing back to the first period and that 
we may expect a renewed enthusiasm for primary anastomosis after 
bowel tumors are resected. Already several surgical authorities, 
including Cheever*, Whipple*, Wagensteen’, and others have an- 
nounced their defection from the group favoring multiple procedures 
and with the recent addition of oral sulfanilylguanidine to our pre- 
operative armentarium an additional argument for immediate 
anastomosis has presented itself. 


The present discussion is by no means a plea for rigidly stand- 
ardized procedures in surgery of the colon which would be neither 
desirable nor possible. It seems reasonable, however, to survey the 
advantages which have been gained by graded operations and 
particularly from the application of the principle of exteriorization, 
weigh them against the recognized disadvantages and determine 
whether a more or less complete abandonment of the Mikulicz plan 
is desirable. 


Read before the Texas Surgical Society, Galveston, Oct. 5, 1941. 
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My own conclusions are based upon an analysis of 50 consecutive 
instances of cancer of the colon (excluding the rectosigmoid and 
rectum) which have come under the recent observation of Dr. Jack 
G. Kerr and myself. With few exceptions the operable tumors were 
removed by exteriorization or other graded procedures; and it is 
hoped that a survey of even this small group may illustrate some 
of the problems involved. 


It is interesting to note that so large a percentage were regarded 
as operable. Table 1 shows that 62 per cent of these individuals 


TABLE | 
Cancer of the Colon 
50 Consecutive Unselected Cases 
Operable Cases 


Right Colon 62.5% 

Mid Colon 100. % 

Left Colon 57. % 
Total 31 cases 62% 
Inoperable 19 cases 38% 


had tumors which had not progressed to a stage of frank inoper- 
ability; we feel fortunate if one-half of the rectal cancers we see 
are still in so favorable a stage. It should be explained however, 
that liver involvement is no longer regarded as a bar to resection 
of the tumors; as Lahey* has stated: “the position that the radical 
removal of the growth should be undertaken in the presence of liver 
metastases has been quite universally accepted by all who are deal- 
ing with these cases in any considerable number because death is 
delayed and is much less distressing.’’ Lahey reported that in 1938, 
partly for this reason, 88 per cent of their colonic cancers were 
resected. 
TABLE 2 


Cancer of the Colon 
Surgical Mortality 
Operable Cases (31) 
Death following resection (3) 9% 
Death following preliminary 


procedures: 

Colostomy (1) 

Tleocolostomy (1) (2) 7% 
Total mortality 16% 


Of our 31 operable cases there were three deaths (9 per cent) 
where the growth was resected (table 2), although two other 
patients who were being prepared for resection by preliminary pro- 
cedures did not survive. Many of the smaller group of unfavorable 
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cases came to the hospital acutely obstructed and as might be ex- 
pected the mortality in this group from the various palliative op- 
erations performed was much higher (table 3). We were inter- 


TABLE 3 
Inoperable Cases (19) 

Died 
Explored 3 1 
Colostomy 12 + 
Cecostomy 3 3 
Ileocolostomy | 

Mortality 47.3% 


ested to find that there was a rather definite preponderance of 
tumors in the lower grades of malignancy (table 4), the percentage 
being higher than in our rectal cancers; analysis of 100 cases of the 
latter which have come under our observation’ demonstrated that 
only 69 per cent were in these more favorable grades. 


TABLE 4 
Colonic Cancer 50 Cases 

Annular Grades Grades 

Growth 1-2 3-4 
Right Colon 22% 60% 40% 
Mid Colon 66% 57% 43% 
Left Colon 68.6% 80% 20% 
Entire Group 60% 76% 24% 
100 Cancers Rectum and 69% 31% 


Rectosigmoid 


The 50 cases were also analyzed from the standpoint of ob- 
structive phenomena. It will be observed that 22 per cent of the 
tumors on the right side were annular, that 66 per cent of those in 
the mid-colon were obstructive in nature, and that the percentage 
was ever higher in the left colon. It is quite commonly believed 
that growths in the right colon are uniformly non-obstructive in 
character, but this has not been our experience. 


Patterson and Webb‘ state that nearly one-half of the patients in 
the Roosevelt Hospital series showed some obstruction and 
Hartwell* noted that nearly three-fourths of growths in the splenic 
flexure presented acute obstruction. Obstruction may, of course, be 
caused by other factors than constricting growths. Bargen, Cromar 
and Dixon’ for example reported that 11 of 14 tumors less than 
2.5 cm. in diameter, situated above the sigmoid flexure caused ob- 
struction by intussusception. The presence of any degree of unre- 
lieved obstruction has been conceded to contraindicate single stage 
operative procedures. The frequency of the obstruent syndrome 
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in individuals with colonic tumors may not be disregarded in plan- 
ning their surgical management for as Tiffany bluntly stated: “‘re- 
section in the face of obstruction is fatal.”’ 


As Fallis' says, the Mikulicz resection (and other graded pro- 
cedures) may not exemplify brilliant surgery, but at least they rep- 
resent safe surgery. Fallis has called attention to the necessity to 
plan the type of operation suitable for the patient at the time of 
the first examination and not be misled by possibly evanescent im- 
provement from preoperative preparation. He reports that at the 
Henry Ford Hospital they have resected the right colon of 28 
patients in the past five years, using the Mikulicz plan on 15 and 
primary resection on 12, with a mortality of 10 per cent made up 
entirely from cases in the primary resection group. 


Lahey” has been so impressed with the Mikulicz plan that all 
his colon resections are performed in this way and he states that 
no resections with primary anastomosis are now being, or have for 
several years been, undertaken in the Lahey Clinic. To illustrate 
the comparative safety of the procedure Rankin* has reported a 
series of 31 consecutive cases with only one death. In the past 
primary resection and anastomosis have carried a mortality of 
from 20 to 35 per cent while exteriorization entails a mortality of 
from 10 to 20 per cent. Whether the use of oral or intraperitoneal 
sulfanilamide will change these statistics remains to be seen. The- 
oretically the mortality in both procedures should be reduced. 


It is indubitably true that the trend in surgery for tumors of the 
rectum and rectosigmoid is towards one stage procedures. It should 
be recalled however that obstruction in the lowest portion of the 
bowel is better tolerated by the patient and that mechanical de- 
compression from below may be accomplished in a much more sat- 
isfactory and effective manner. I feel for this reason, if no other, 
that graded procedures may not be abandoned where obstruction 
is present above the area where a catheter can be inserted through 
the tumor and below the area accessible to the Miller-Abbott tube. 


The principle arguments against exteriorization procedures and 
multiple operations are the longer period of disability, the possi- 
bility of cancer implant in the abdominal wound, the necessity for 
a temporary colostomy and possibly some technical restriction to 
sufficient excision of tissue. The danger of malignant implant was 
eliminated by immediate removal of the tumor and in the present 
radical technic which Rankin terms “obstructive resection’ the 
amount of bowel, mesentery and glands removed is limited only by 
the timidity of the surgeon. The other objectionable factors can 
be minimized but not obviated. The period of colostomy-life may 
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be considerably abbreviated by the recognition of certain facts: the 
colostomy may be opened safely in twenty-four hours, particularly if 
a collar of vaseline gauze supplements the clamp in retaining the 
bowel at the skin level. The crushing clamp may be applied in from 
seven to twelve days after the exteriorization and need not be left on 
until it falls into the dressings, as we have found that necrosis occurs 
in from three to four days and the clamp may therefore be removed 
after that interval. If the spur is completely excised, by reapplica- 
tion of the clamps if necessary, normal elimination occurs without 
long delay. If the resulting fistula is in the sigmoid area the patient, 
in my opinion, should be allowed to carry it sufficiently long to per- 
mit opportunity for closure without additional surgery, which oc- 
curs in a fair percentage of cases. If the fistula is above the sig- 
moid, however, surgical closure will be necessary and need not be 
delayed any longer after the primary operative procedure than is 
required to obtain a favorable situation in the wound. 


Our own series of cases are too recent to justify deduction con- 
cerning ultimate outcome; although 76.9 per cent of the operable 
cases which survived operation are still alive—45 per cent for 
periods of from two to five years. Patterson and Webb* believe 
that 54 per cent of their cases have been cured by this type of pro- 
cedure and W. J. Mayo‘ reported the same percentage of five year 
cures in 262 resections by this plan. 


SUMMARY 


A series of 50 cases of cancer of the colon are analyzed with 
particular respect to the presence of obstructive factors and other 
indications for graded procedures. 


The advantages and disadvantages of exteriorization are dis- 
cussed. 


Attention is called to the fact that the preoperative management 
of acute or chronic obstruction produced by colonic tumors is less 
effective than the decompression which can be obtained where the 
lesion is lower—consequently one stage procedures are more fre- 
quently justified for rectal malignancy. 


While recent chemical therapeutic agents and improved technic 
may be expected to lower the mortality following primary anasto- 
mosis of the colon, complete abandonment of the principle of graded 
operations and exteriorization is not indicated. 


710 Medical Arts Building. 
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SECONDARY INTRARECTAL SOLID TERATOMA 
OF THE OVARY 


M. H. Putsxamp, M. D., F. A. C. S. 
R. A. Griswotp, M. D., F. A. C. S. 
and 
F. L. Brair, M. D. 


Louisville 
— teratomas of the ovary are only relatively rare, the 


literature contains very few references to secondary tera- 
tomas, of the rectum, originating in the ovary. 


Schauberger’ reported a case of teratoma removed from the 
rectum which was attached to the anterior wall. Since ovarian 
tissue was found at the margin of the tumor with primordial folli- 
cles and a corpus fibrosum, Schauberger concluded that this was 
probably an ovarian teratoma which had eroded through the 
rectal wall. 


Several cases of infected dermoid cysts which had ruptured into 
the rectum have been reported’. These however became adherent 
to the rectal wall and did not form a pedunculated solid tumor 
within the lumen of the rectum. 


We have not been able to find any report in the literature of a 
proven teratoma of the ovary eroding through the rectal wall to 
become a pedunculated solid tumor free in the lumen of the rectum. 
With this in mind the following case report is particularly interesting. 


Report OF CASE 


The patient, a 40 year old colored woman, was admitted to the Louisville 
City Hospital, Oct. 9, 1940. Her chief complaint was that on two occasions 
a mass protruded from her anus. The first time was fourteen days before ad- 
mission when she was straining at stool. She took a moist cloth and replaced 
it. That evening while sitting in a chair the mass came down again. On 
visiting her physician she was advised to come to the hospital for further studies. 
She had had no other recent symptoms of a gastrointestinal nature, having had 
no diarrhea, constipation, bleeding, nor rectal pain. 


Six months before admission she jumped over a fence. Following this she 
became acutely ill with pain in the lower abdomen, marked distention, vom- 
iting and passing bloody mucus per rectum. At this time she was told by her 
attending physician that she had a “frozen pelvis.”’ She was treated conserva- 
tively with douches, and supportive measures and after three weeks began to 
feel quite well. 


Her menses had begun at 16 and had always been regular, occurring every 
28 days and lasting + to 5 days. Her last menstrual period had been 10 days 
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before admission to the hospital. She had never complained of a vaginal dis- 
charge. She had been married for nine years and had had one presumed preg- 
nancy terminating by spontaneous abortion at one month. 

The family history was non-contributory. 


Physical examination revealed a well developed, well nourished woman 
appearing in excellent health. Temperature 98, pulse 80, respiration 20, blood 


Fig. 1. Photograph of x-ray showing well developed teeth and other osseous 
structures in upper rectum. 


pressure 140/98. The positive physical findings were limited to the lower 
abdomen and pelvis. The abdomen was flat. There were no palpable masses 
or areas of tenderness. On vaginal examination she had a scanty, flaky vaginal 
discharge. The cervix appeared normal. The uterus was displaced to the 
left, freely movable and not tender to manipulation. There was a sense of 
fulness in the right adenexa although no definite mass could be felt. A firm 
mass could be palpated posteriorly which on rectal examination was found to 
be about 7 by 3 by 5 cm.; it was rounded, firm, not tender, and freely movable 
on a pedicle which seemed to be attached to the upper rectum just above the 
reach of the examining finger. On the anterior surface were two small, very 
dense bone-like projections. Proctoscopic examination revealed a white pedun- 
culated tumor mass with the pedicle attached to the anterolateral wall of the 
upper rectum. 


An x-ray film of the abdomen showed evidence of a small tumor in the pel- 
vic region slightly to the left of midline. The tumor contained several well 
developed teeth and other osseous structures. There was no evidence of or- 
ganic lesions in the bones of the pelvis or the lumbar spine. Findings were 
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Fig. 2. Photograph of tumor delivered through anal orifice showing the teeth. 


indicative of dermoid cyst which was shown by barium enema to occupy the 
upper part of the rectum (fig. 1). 


On Oct. 10, 1940 with the patient anesthetized, we were able to deliver 
the tumor through the anal orifice. There were two well formed teeth (fig. 2) 
and numerous black hairs (fig. 3) presenting on the surface of the mass. Due 
to the fact that the pedicle was attached to the anterolateral wall of the rec- 
tum, it was decided to remove it by a combined abdominorectal approach. The 
following day the patient had a temperature of 102 and pulse 110 and com- 
plained of lower abdominal pain. Examination elicited slight muscular spasm 
and moderate tenderness over both lower quadrants. This was felt to be due 
to the trauma of the examination. The fever subsided in 48 hours and she 
felt perfectly well. 


On October 14, under spinal anesthesia, with the patient in the lithotomy 
position the tumor was delivered from the rectum. A braided silk traction su- 
ture was placed in the tumor and the tumor replaced in the rectum. After 
the abdomen was prepared a low midline incision was made exposing the pelvis. 


There was considerable pelvic inflammatory disease with numerous adhesions 
particularly in the right. Dissection was carried down along the rectosigmoid 
where a dense adhesion was found to the right ovary. On further dissection 
the bowel wall was opened and it became apparent that the tumor in the rectum 
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Fig. 3. Photograph of tumor delivered through anal orifice showing area con- 
taining hair at posterior margin. 


was a tumor of the right ovary. There was a pedicle about | cm. in diameter 
through the rectal wall from the right ovary to the tumor, the rectal wall be- 
ing adherent to the tumor pedicle. The pedicle was divided and the tumor 
removed, by traction on the suture, through the rectum. The rent in the rectal 
wall was closed with interrupted silk sutures. The right ovary and tube were 
removed, 10 Gm. of sulfanilamide was placed in the pelvis and five in the 
wound and the abdomen closed in layers without drains. 


The tumor measured 7 by 4.5 by 2.5 cm. and weighed 45 Gm. It was cov- 
ered with whitish pink skin. In one area numerous long black hairs arise from 
the covering (fig. 4). Another area contained two well developed teeth (fig. 
5). The tissue around this was pink and bore a striking resemblance to normal 
gum. The pedicle measures 2.2 by 1 cm. and its surface resembled skin. On 
sectioning, the mass consisted of dense connective tissue, another tooth and a 
plate of bone to which the teeth were attached quite firmly (fig. 6). Small 
oval areas of adipose tissue are seen. 


On microscopic examination the sections showed stratified squamous epi 
thelium, bone, dense fibrous tissue, adipose tissue, nerve cells, hair follicles 
and glands of the sebaceous type. 
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Fig. 4. Photograph of excised tumor, fallopian tube, and remaining portion of 
ovary showing area of tumor containing hair. 


Fig. 5. Photograph of tumor, fallopian tube and remaining portion of ovary 
showing area of tumor containing teeth. 


Her postoperative convalescence was entirely satisfactory. She developed a 
low grade pelvic peritonitis which subsided with conservative therapy. She 
obtained a very high sulfanilamide blood concentration, it being 22.50 milli- 
grams per 100 cubic centimeters in six hours, and 20.68 milligrams per 100 
cubic centimeters 14 hours postoperatively. She was discharged from the 
hospital on her twenty-second postoperative day and returned to the clinic in 
six weeks at which time she was entirely free from symptoms and having 
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Fig. 6. Photograph of sectioned tumor showing dense connective tissue, another 
tooth and the plate of bone to which the teeth are quite firmly attached. 


normal well formed bowel movements. On sigmoidoscopic examination the 
rectum and rectosigmoid appeared entirely normal. 


SUMMARY 


A case of solid teratoma of the ovary in which the teratoma had 
eroded through the rectal wall is presented in which the diagnosis 
was proven by laparotomy. 


Brown Building 
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HEMANGIOMA OF THE TERMINAL ILEUM WITH 
RECURRENT HEMORRHAGES FROM THE RECTUM 


RIcHARD JosEPH Wire, M. D. 


Fort Worth, Texas 


Re bleeding from the rectum is always a challenge 
to any doctor. The difficulty of accurate diagnosis, the rarity 
of the lesion responsible and the opportunity for apparent perma- 
nent cure at very moderate risk presented by this patient prompted 
me to make this brief case report. 


Hemangiomas are essentially endothelial tumors composed of 
capillaries or cavities or any gradation between the two. They may 
be either highly vascular or composed almost entirely of endo- 
thelial elements. The capillary type is by far the most important 
clinically. The so-called glomus tumor made up almost entirely of 
endothelial cells is at one end of the scale and the large thin-walled 
blood spaces found in cavernous hemangioma represents the other 
extreme. Practically all these growths are benign though a few cases 
of so-called metastasizing hemangioendotheliomas have been re- 
ported. Rankin and Judd in a report of three cases of hemangioma 
of the stomach and one of the duodenum say, 


Patients with hemangioma of the stomach and intestine not infrequently 
present alarming symptoms which suggest on unfavorable prognosis and con- 
trast markedly with the excellent results that may be obtained by surgical 
intervention. Symptoms may indicate the presence of these tumors since early 
life. It is only when the tumor reaches such size as to cause obstruction or when 
its presence is revealed by sharp hemorrhage that these patients seek treatment. 


McClure and Ellis in a paper on hemangiomas of the intestine 
say, “Vascular tumors of the intestinal tract are rare. They may 
cause obscure bleeding from the bowel, symptoms of acute inflam- 
matory conditions or acute intestinal obstruction.”” They quote 
Brown as recognizing four types of tumors (a) multiple tumors of 
the vascular arcades which appear as reddish nodules situated in 
the submucosa and connected with either the arteries or the veins 
of the vicinity. These may be either nevi or cavernous hemangiomas 
(b) the submucous tumor which grows toward the lumen of the 
bowel and may ulcerate the overlying mucosa by pressure and 
trauma (c) the submucosal tumor which may grow to such a size 
that it either obstructs the lumen of the bowel or causes a change in 
normal peristalsis producing intussusception (d) the diffuse ring 
like tumor which begins in the submucosa, involves the muscularis 
and constricts the lumen of the gut producing intestinal obstruction. 
McClure and Ellis were able to collect 25 cases from the literature. 


Presented before the Texas Surgical Society, Galveston, Oct. 6, 1941. 
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The tumors were multiple in 11 instances and single in 14. Eighteen 
patients had symptoms from their growths. Hemorrhage was the 
commonest symptom occurring in 9 cases. In their series of 25, two 
were in the duodenum, 15 in the small intestine, 1 in the colon and 
4 in the rectum with the location not stated in 3. 


Roederer reported a case of multiple cavernous hemangiomas of 
the jejunum in which he considered the tumors to be true neoplasms. 
Winternitz and Boggs reported a case with multiple tumors involv- 
ing the entire bowel in which many of the lesions had undergone 
malignant degeneration. This patient also had multiple hemangi- 
omas scattered over the skin with hemangiomatous masses on the 
liver and in the spleen. Ackerman reports the case of an 81 year 
old man who had never had any intestinal symptoms who showed 
at autopsy multiple hemangiomas in the intestine and death from 
rupture of one of them with massive retroperitoneal hemorrhage. 


In a general review of the subject of hemangiomas, Peyton re- 
ported: Only one experience with cavernous hemangioma of the 
intestinal tract and this was in a boy about 15 years of age who had 
had no symptoms from birth except that he had always been weak 
and tired more easily than children of his age until some eighteen 
months before he entered the hospital when he developed measles. 
At that time he became very pale, his hemoglobin droppd to 15 per 
cent and his red cells to 900,000. Just before he entered the hospital 
he had a sudden collapse. All examinations including gastrointesti- 
nal studies were negative and he was explored with a diagnosis of a 
Meckel’s diverticulum with an ulcer at the base. At the exploration 
a hemangioma was found involving all of the jejunum and possibly 
some of the ileum. 


This mistaken diagnosis strikingly parallels my own. In July 
1940 a few weeks before my patient was operated on Pierose pub- 
lished a case report which I saw and it caused me to consider the 
correct diagnosis but like Agrippa I was only “almost persuaded.” 
His patient was a white female, aged 40, who had been told that 
3 days after her birth she passed stools containing bright red blood. 
Her illness came on rather suddenly when she was 29 years old and 
her complaints were great weakness followed by pallor, tarry stools 
and “extreme anemia.”’ During the following 13 years she was ad- 
mitted six times to the Los Angeles General Hospital. On two 
occasions exploratory laparotomies were done but the cause of her 
bleeding not found. Between two of her hospital admissions a diag- 
nosis of vicarious menstruation from the intestine had been made and 
artificial menopause produced by radiation. A week after her last 
radiation treatment she had the most severe hemorrhage yet experi- 
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enced and her hemoglobin dropped to 8 per cent. Following trans- 
fusion and supportive treatment she recovered. Two previous 
laparotomies in that hospital had revealed a peculiar band along 
the antemesenteric border of the jejunum which produced in it an 
appearance similar to that seen in the large intestine. Sacculations 
containing enlarged blood vessels and engorgement of the smaller 
vessels were found in the wall of the jejunum. After both laparoto- 
mies the diagnosis was anomaly of the intestine-“‘intestinal band.” 
At the third laparotomy increased vascularity of the jejunum was 
again observed and the involved portion resected. The pathologic 
diagnosis was diffuse telangiectatic cavernous hemangioma. 


Peyton quotes Shillito and Landers as describing patients with 
symptoms and signs suggestive of acute appendicitis that at oper- 
ation had cavernous angiomas in the ileum a few inches from the 
ileocecal valve. Double intussusception at the site of a cavernous 
hemangioma was described by Nicoll in 1899. 


Bancroft reports an interesting case of hemangioma of the sig- 
moid and colon with a very unique and ingenious method of treat- 
ment. A 17 year old boy complained of frequent bleeding from 
the rectum since the age of 15 months. He had always been weak 
and anemic and unable to exercise on account of faintness. Proc- 
toscopic examination revealed an extensive hemangioma of the sig- 
moid with bluish blood lakes showing through the mucosa. At 
laparotomy extensive plexuses of veins were seen mainly in the 
distribution of the superior hemorrhoidal vein. This was tied and 
injected with 10 c.c. of 40 per cent sodium salicylate and a colostomy 
done above it. Many months later this was closed with a temporary 
cecostomy. A symptomatic cure was obtained. 


The treatment of these tumors is surgical excision if possible. In 
the stomach this is relatively simple. In the small intestine if the 
involvement is not too extensive and is not multiple, it is not particu- 
larly difficult. In the colon the risk of resection is higher; in the few 
cases that involve the rectum massively and threaten death from 
hemorrhage, I think an excision of the rectum and permanent colos- 
tomy a sensible procedure. 


REporRT OF CASE 


On March 3, 1940, R. B., Jr., aged 12, after passing a large quantity of 
red blood at stool, felt faint. When I saw him a few minutes later, though 
he was pale, his pulse was 76 and there was no sweating or air hunger. There 
was a little dark blood in the two following stools. There had been some blood 
in his stool on several occasions during the preceding six months, sometimes 
red and sometimes almost black. He had never vomited any blood. 


He had recently had several attacks of mild lower abdominal discomfort. 
During one of these some months previously I had seen him. At that time 
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he had no fever; there was slight lower abdominal tenderness but no muscle 
spasm. 

He had always been a pale undernourished child and his growth had been 
peor. Since early childhood he had had occasional bleeding from the rectum, 
sometimes quite profuse and sometimes very slight. There was no history of 
purpura. 

Except for his small size, anemic appearance, poor nutrition and slight lower 
abdominal tenderness, general physical examination on March 4 showed 
nothing of importance. 


Rectal examination was negative: there were no hemorrhoids or polyps; a 
few flecks of old blood were seen on the mucosa. 


Proctoscopic examination later showed an apparently normal bowel except 
that the mucosa of the upper rectum and sigmoid seemed somewhat congested 
and vascular. 


Blood examination showed 2,700,000 red cells with a hemoglobin of 50 per 
cent. White cells numbered 8,200 with 44 lymphocytes, | staff, 1 juvenile 
and 42 segmented forms. There were +8 lymphocytes, + monocytes, 2 eosino- 
phils and 1 basophil. The bleeding time was | minute and 20 seconds. The 
coagulation time was | minute and 50 seconds. Platelet count was 300,000. 


A flat x-ray film showed no evidence of an opaque foreign body. A barium 
enema showed no filling defects or other abnormalities and later a small 
amount of barium with air insufflation failed to demonstrate polyps. 


A routine gastrointestinal study shcwed nothing abnormal in the stomach 
or small intestine. 


An exploratory operation was advised, but this was not accepted. 


He improved steadily and six weeks later his red count was 4,700,000 with 
a hemoglobin of 90 per cent. 

In July he had another rather large hemorrhage and then his parents con- 
sented to operation. He was admitted to St. Joseph’s hospital on August 2 
and the following day was given a transfusion of 500 c.c. of bloed. Following 
this his red cells were 3,220,000 and hemoglobin 65 per cent. 


My preoperative diagnosis was Meckel’s diverticulum containing 
bleeding ulcer. Dr. Bodenhammer, the resident, after reading 
Pierose’s article at my direction, insisted the bleeding was from 
a hemangioma. 


At operation an extremely mobile cecum was seen. The last six inches of 
the ileum and ileocecal junction were much thickened and infiltrated by masses 
of tortuous engorged blood vessels. The vessels gradually faded out proxi- 
mally on the ileum. No Meckel’s diverticulum was present. The rest of the 
gut looked normal. The hemangioma seemed the obvious source of the bleed- 
ing. Accordingly the terminal ileum and cecum were resected, their ends 
closed and a lateral anastomosis done. 


Pathologic Report: On cutting across the distal portion of the ileum in the 
fixed specimen, there are areas in which the submucous vessels are numerous, 
prominent and distended with blood. Sections of the ileum reveal thin-walled 
blood spaces of varying sizes and outlines. They occupy approximately 60 
per cent of the submucosal space. 
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Diagnosis: Hemangioma of the distal portion of the ileum. 


Postoperative Course: He had an uneventful recovery and was discharged 
on the thirteenth postoperative day. He has steadily improved since then. 
Three months postoperatively his red cells were 5,000,000 and his hemoglobin 
94 per cent. He has had no more hemorrhages. Unless he has other unrecog- 
nized hemangiomas in his intestinal tract he should be well. 
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LIPOSARCOMA OF THE STOMACH 
Report of a Case 
Maurice JAMes Aprams, M. D. 
Brewton, Alabama 


and 
J. S. M. D. 


Century, Florida 


| AS complete a review of the literature as we have been able 
to conduct, we have been unable to find a single case report of, 
or reference to, liposarcoma occurring in the stomach. We there- 
fore consider it important to report this case, not because it presents 
diagnostic possibilities, nor because of any unusual clinical mani- 
festations, but primarily as a matter of record. 


A review of the literature shows that even lipoma of the gastro- 
intestinal tract is a rare occurrence, and lipoma of the stomach is 
most unusual. White and Judd,’ in a thorough review of the litera- 
ture, found only 14 cases of gastric lipoma. Ehrlich,’ Stetten,* and 
Kirschbaum,‘ reported respectively 52, 77, and 9 cases of gastro- 
intestinal lipoma, and of these 138 cases only 7 occurred in the 
stomach. Briefly, these fatty tumors take their origin from either 
the subserosa or the submucosa. When they originate from the 
subserosa they appear outside of the lumen of the gut, and are 
termed extraluminal or exogastric. When they arise from the sub- 
mucosa they progress inward, and are termed intraluminal or 
endogastric. A liposarcoma would be just such a tumor which has 
undergone malignant changes, which has become invasive, and which 
eventually metastasizes. Our case, according to this classification, 
apparently arose from the submucosa. Grossly the tumor was 
firm, nodular, and very invasive. Microscopically the cells were 
rounded or polyhedral in shape, granular, and contained varying 
amounts of fat, which were demonstrated with Sudan III. The 
cytoplasm of these cells stained lightly, and the nuclei were often 
eccentric. In section a gradual transition from the malignant- 
appearing cell to a characteristic adult fat cell could easily be 
traced. Section also showed a connective tissue stroma, with lym- 
phocytic infiltration. 

Concerning the apparent rareness of this condition, we believe 
it well to quote Ewing,’ who says “Tumors of this type are quite 
rare but probably much more common than the reports in the 
literature would indicate.” 


Liposarcoma is said to be notably resistant to radiation. 
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Fig. 1. Low magnification of lymph node showing invasion by fat cells. Most 
of the fat cells in this section were young, with large nuclei, and granular 
cytoplasm. They stain with Sudan III. 


Case REPORT 


The patient, W. S. G., was a white man, 52 years of age, who consulted 
: one of us (M.J.A.) on March 9, 1935, because of “stomach trouble” of three 
years’ duration. 


Family History: There was no familial history of cancer, tuberculosis, dia 
betes or heart disease. 


Past History: No record of accidents, operations, or serious illnesses was 
obtained. Occupation: Foreman in creosote plant. 


Present Illness: This had begun in 1932 with persistent sour eructation 
followed in about one year by epigastric pain and a sensation of pressure. Be- 
tween 1932 and 1935 he had consulted several physicians, and apparently he 
had been placed on an ulcer regime of milk and powders. No treatment at any 
time afforded him any relief, and his pain, which had been periodic at first, 
soon became constant. Shortly before coming to us, nausea and vomiting ap- 
peared, together with progressive weakness and loss of weight (40 pounds). 
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Fig. 2. High magnification. Same section as figure 1. Detailed structure more 
easily noted. 


There had been no alternation in bowel activity; no blood or mucus had been 
noted by him in the stool, and no jaundice had appeared. 

Physical Examination: The patient showed a recent profound loss of weight. 
An epigastric mass was palpated. There was no general glandular enlarge- 
ment and Virchow’s gland could not be felt. The veins of the abdomen showed 
a marked dilatation on both sides. The liver was not palpable. Proctoscopic 
examination was negative. 


LABORATORY 
Urinalysis was negative. 
Stool : 
Benzidene 4 plus 
Microscopic no ova or parasites noted 
Gastric Analysis: (Ewald meal) 
Time: Fasting 15min. 30min. 45min. 60min 75 min. 
Free HCl 0 0 0 0 0 0 
Total Acidity 5 7 8 18 12 12 


Lactic acid .. . present ( Uffleman) 
Boas-Oppler bacilli were seen. 
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Fig. 3. Low magnification of another section of the same lymph node. In this 
area however, fat cells are more mature. Note dense fibrous tissue stroma. 


Blood : 
Red Cells—3,030,000 
White Cells—5,650 
Hemoglobin—65 per cent (Sahli) 
Differential: Not significant 
Smear: No abnormal cells no parasites; Usual changes of 2° anemia. 


Wassermann: Negative. 


X-ray and fluoroscopic examination revealed a filling defect on the greater 
curvature near the pylorus and a 20 per cent retention in 13 hours. 


Following these studies our impression was that the patient had a gastric 
carcinoma, but laparotomy was decided on especially in view of the obstruction. 
At operation (J.S.T.) the stomach was found to contain a large infiltrative 
mass, which was hard and nodular, and occupied almost the entire length of 
the stomach at its greater curvature. The sides had been infiltrated to such an 
extent that operative procedure to relieve the obstruction could not be effected. 
In addition to the original tumor, a nodule was found in the gastrocolic omen- 
tum, as well as metastases in the right lobe of the liver. 
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Fig. 4. High magnification of same area as shown in central part of fig. 3. Adult 
fat cells many with eccentric nuclei as well as some younger forms clearly shown. 


Biopsy specimen was removed, the patient closed up, and after a progressively 


downhill course, he died on July 16, 1935. 
The following are the reports of the pathologist: 


Gross DescripTion: This nodule was roughly pyramidal and measured 1 
cm. in its greatest diameter. It was composed of yellow fat and tissue which 
was firm, but more or less translucent and of light gray color. 


Microscopic Description : Some of this tissue was found to be definitely 
lymphatic with follicles and germinal centers. In the periphery sinus of this 
node were found cells which were foreign to the normal structure of a lymph 
node. These cells were large with lightly stained cytoplasm and deeply stained 
centrally placed nuclei. Accompanying them were a number of polymorpho- 
nuclear cells. Not all these large cells had centrally placed nuclei. Many of 
them showed nuclei which tended to be eccentric, giving a more or less signet 
ring appearance to the cell. Elsewhere the tissue was made up of rather dense 
connective tissue fibers and scattered among them were found small nests of 
cells resembling those described in the periphery of the lymph node. There 
was much infiltration by lymphocytes. In some portions where maximum de- 
velopment of cytoplasm had taken place the cells were not unlike fat cells. 
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Staining the tissues with Sudan III confirms the suspicion that these cells 
are fat cells. 


Diagnosis: Liposarcoma. 


In view of the above diagnosis we asked Dr. C. E. Royce, of 
Jacksonville, Fla., to restudy the slides, which he did, and replied 
as follows: 


In spite of the rarity of liposarcoma of the stomach I feel that the condition 
is just that as shown in the specimen submitted. The tumor cells in their em- 
bryonic form or in their more mature form are stained by Sudan III and the 
gradual transition from a malignant appearing cell to a characteristic adult fat 
cell can easily be traced. 


We have tried to demonstrate this in the photomicrographs. 


SUMMARY 


We are reporting a case of liposarcoma occurring in the stomach. 
The case history and course were to us indistinguishable from 
gastric carcinoma. 
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THE ROLE OF TRAUMA IN THE 
CAUSATION OF HERNIAS 


I* A BRIEF discussion of the role trauma may play in the causa- 
tion of hernias, I shall not go extensively into the arguments 
which have been offered pro and con in the past by various authors. 
Neither shall I quote the arbitrary rules set up by various compen- 
sation boards and insurance companies as to the standards by which 
they determine whether or not a hernia is of traumatic origin, as 
they are largely artificial criteria. To cite only one point, in none 
of the hernia repairs which I have done have I ever seen the edema, 
hemorrhage and other signs described as evidence that the hernia 
developed recently and acutely due to a definite trauma. 


DEFINITIONS 


A hernia is defined by DaCosta’ as “a protrusion of a viscus 
through an abnormal opening in the walls of the cavity within which 
it is naturally contained.”” In Dorland’s 4 merican Illustrated Med- 
ical Dictionary* hernia is defined as “the protrusion of a loop or 
knuckle of an organ or tissue through an abnormal opening.”’ An 
abdominal hernia is defined as “the protrusion of some internal 
structure through the abdominal wall.” That this latter definition 
is incorrect is borne out by the contradictory definition of inguinal 
hernia given by the same authority: namely, that an inguinal hernia 
is a “hernia into the inguinal canal,” and the hernia in the inguinal 
canal most certainly does not pass through the abdominal wall, but 
only into the abdominal wall. Likewise, in the same dictionary, an 
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interstitial hernia is defined as ‘“‘a hernia in which a knuckle of 
intestine lies between two layers of the abdominal wall,” again 
certainly not passing through the abdominal wall but into it. 


Dorland does not list traumatic hernia but defines acquired hernia 
as ‘‘one brought on by lifting or by a strain or other injury.” 


ETIOLOGY 


DaCosta’ states that true traumatic hernias may be divided into 
two groups: (1) Hernias caused by direct trauma to the inguinal 
canal, such as a fall upon a pointed object which tears the tissues 
of the inguinal region and (2) self-produced hernias by those wish- 
ing to escape military service. Such a hernia is usually made by 
stretching the external inguinal ring and enlarging the inguinal 
canal by digital dilatation or by means of a pointed stick. He adds 
that a true traumatic hernia, which arises immediately from a 
violent force, is in at least a temporary state of irreducibility and 
is accompanied by violent pain, nausea, vomiting, collapse and in- 
ability to walk, or stand. Few of us have ever seen an inguinal 
hernia caused by the patient falling on a pointed object. 


Regarding so-called traumatic hernias, he stated that external 
violence, such as a blow or squeeze of the abdomen, or a fall from 
a height, may cause descent of viscera into a preformed sac. About 
the “hernia of effort” which he describes as the occupational hernia, 
he states that it is due to a sudden or gradual increase in intra- 
abdominal tension caused by a fall from a height, a misstep, hard 
manual labor, or a sudden strain, but adds that as a result of such 
effort there is a descent of abdominal viscera into a preformed sac. 


Still quoting from DaCosta‘: The sac of a congenital hernia is 
present at birth. The sac of an acquired hernia (other than the two 
types of true traumatic hernias previously described) forms grad- 
ually. The congenital sac may exist but remain empty for years. 
When either bowel or omentum enters into it from some strain or 
effort, the sac has long been prepared to receive the extruded mass. 
This extrusion may occur immediately or gradually. If it occurs 
suddenly, the patient believes that his hernia was formed then and 
there, but, as a matter of fact, the extrusion and entrance into the 
sac of bowel or omentum were but the last of a long series of ante- 
cedent and preparatory changes. Finally a hernia appears, and 
often does so during effort. 

Let us now look into the background of the usual history of a 


supposedly traumatic or occupational hernia. The patient states 
that, following an injury or unusual strain, he examined himself 
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or was examined by a physician and a hernia was discovered. The 
following probabilities are presented by such a history. 


I shall dismiss without discussion the first group of patients, those 
who knew before the time of the trauma that a hernia existed. This 
probably makes up a large percentage of the so-called traumatic 
hernias. 

A second group is that in which the hernia is truly traumatic, 
having been caused by the direct violence, as by digital dilatation 
of the rings. In this country this is a very rare occurrence. 


The development of the hernia in a third group of patients has 
been described by DaCosta and quoted above. The sac had been 
preformed, but the actual extrusion of abdominal contents did not 
occur until the time of the definite strain. 


A fourth group, and to my mind the largest group of the three 
(excluding those patients who actually knew that a hernia was 
present preceding the time of the trauma), is made up of those 
patients who before the time of the trauma had a hernia which at 
times had contained abdominal viscera, but who had not been aware 
of the existence of that hernia. 


To affirm the reality and extensive scope of this last grouping, I 
shall offer three substantiating, and to me incontrovertible, proofs. 


1. Among this group of surgeons here today is none who has 
not many times in the course of routine physical examinations dis- 
covered the presence of hernias, previously undiscovered and un- 
suspected by the patients in whom they were found. This point is 
particularly emphasized by the fact that, not infrequently, these 
hernias are so large that they are already scrotal. They have been 
present for an undetermined length of time without producing any 
symptoms. 

2. I recently studied 305 inguinal hernias in which the sac was 
continuous with the tunica vaginalis. In other words the abdominal 
cavity communicated directly by way of the hernia sac with the 
space about the testicle. These 305 sacs were present at birth and 
there can be no possibility of their having been acquired after birth. 


Only 43.4 per cent of these hernias was first noted at the time 
of birth, 53.6 per cent in the first 5 years of life, 64.5 in the first 
10 years of life and 73.7 per cent in the first 15 years of life. With 
each subsequent five year period of life, more of these hernias 
were noted for the first time. In one patient such a hernia was not 
discovered until he was 63 years of age. 
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This presents clearly how long a congenital (complete) hernia 
of this type can exist without the patient having any knowledge of 
its presence. Possibly a small percentage of these sacs may have 
never contained any abdominal viscera until the time of their dis- 
covery, but the majority undoubtedly at times had contained abdomi- 
nal viscera in the years preceding the discovery of their presence. 


3. To me the most interesting and pointed finding in regard to 
this group of congenital hernias was the fact that, among those 
patients in whom the hernias were first noted after the age of 15 
years, 26 per cent were described by the patients as having been 
caused by a definite trauma. 

The importance of this finding is emphasized by the fact that 
among 2,462 incomplete (largely so-called acquired hernias) indi- 
rect inguinal hernias, 26.7 per cent of the patients gave a history of 
a definite trauma having been the etiologic factor in the develop- 
ment of their hernias. Among 128 patients with indirect inguinal 
recurrent hernias, the same proportion (26.6 per cent) likewise 
gave a history of a definite trauma having been the etiologic factor 
in the development of their hernias. 

Such a close check, 26.0, 26.7, 26.6 per cent respectively, is 
most interesting, considering the fact that we know the entire sac 
in those hernias making up the first group had all been present 
from 15 to 63 years before the trauma to which the causation of 
those hernias was attributed. 


COMMENTS 


A true traumatic hernia is a rare condition and is caused by 
direct violence. Neither I nor any of my numerous surgical ac- 
quaintances has ever observed such a hernia. This includes a wide 
combined surgical experience with hernias. 


All, or practically all, hernias whose origin is attributed to a 
definite trauma were present before the incidence of that specific 
trauma which served only to call the patients’ attention to those 
hernias. 

The sac of a congenital hernia is present at birth. 

The sac of an acquired hernia forms gradually. 


It is my opinion, and shared by many authors whom I shall not 
take the time to quote, that people with normal internal rings and 
normal structure of the inguinal canal will not, throughout life, 
develop an inguinal hernia. Those people born with a congenital 
complete or incomplete indirect inguinal sac will present hernias 
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unless nature closes those sacs firmly. Those people with a con- 
genital enlargement of the internal ring, or a congenital weakness 
or abnormality in arrangement of the structures making up the 
inguinal canal, may later develop inguinal hernias. In this instance 
the sac develops gradually due to the constantly recurring increases 
in intra-abdominal pressure, such as are caused by defecation, walk- 
ing, coughing, lifting ordinary objects, and the like. 


Haro_p J. M.D., F.A.C.S. 
1213 Medical Arts Building 
Fort Worth, Texas 
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UROLOGY AWARD 


-The American Urological Association offers an annual award 
“not to exceed $500.00” for an essay (or essays) on the result of 
some specific clinical or laboratory research in Urology. The 
amount of the prize is based on the merits of the work presented, 
and if the committee on Scientific Research deem none of the offer- 
ings worthy, no award will be made. Competitors shall be limited 
to residents in urology in recognized hospitals and to urologists who 
have been in such specific practice for not more than five years. 


Essays shall be in the hands of the Secretary, Dr. Clyde L. 
Deming, 789 Howard Avenue, New Haven, Conn., on or before 


April 1, 1942. 


— 


DR. MATAS HONORED 


Regardless of their personality or character, regardless of their 
achievements, regardless of their effect on the lives of others, to 
few men is accorded the full mead of appreciation while it can still 
warm their hearts. The more fortunate therefore that the greatness 
of Rudolph Matas has already received honors almost commen- 
surate with his deserts. The latest of these is from the people of 
his home town: New Orleans, however, is too small a place to claim 
all for itself the luster of Matas for he is in truth a citizen of the 
world. Since he has served ten years on the Advisory Editorial 
Board of THE SOUTHERN SURGEON, we feel entitled to rejoice in 
reporting his latest accolade. 


On Saturday, October 25, at the concluding session of the annual 
clinics of the Department of Graduate Medicine of Tulane Uni- 
versity, Mr. L. K. Nicholson, President of The Times-Picayune 
and the New Orleans States, presented to Dr. Matas The Times- 
Picayune Loving Cup for 1940. We cannot do better than to quote 
from Mr. Nicholson’s address: 


“Tt is fitting that the recipient of The Times-Picayune Loving 
Cup for 1940 should receive this award in Tulane University’s 
medical school building and in the presence of distinguished phy- 
sicians and surgeons who have returned to their alma mater for 
postgraduate clinics... . 


‘All of you know Dr. Matas as a great surgeon. He has brought 
glory to hospitals where he has worked. He is also a great teacher, 
and he has brought glory to Tulane as professor of surgery for 
more than a quarter of a century. 


‘The citation of the committee which made this award tells well 
why Dr. Matas is one of our most beloved citizens. . . . 


We, the members of the Times-Picayune Loving Cup committee, after a 
survey of those eligible for this honor, and due deliberation upon the merits of 
all those whose names we have considered, take pleasure in awarding The 
Times-Picayune Loving Cup for 1940 to Dr. Rudolph Matas, physician and 
surgeon, of New Orleans. 

Native son of Louisiana, internationally educated, resident of New Orleans 
for more than half a century, Dr. Matas has won international honors through 
a long life of steadfast study, profound scholarship, patient research and out- 
standing professional achievement that have brought honor alike to him, his 
city and his state. 

He has proved that he can walk with kings nor lose the common touch. 
Though all the honors his professional colleagues throughout the world could 
award him have been bestowed upon him, he has served all his life, unselfishly, 
his fellow human beings in the city of New Orleans that early in life he chose 
as his home. 
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Rich and poor alike have received from him, with equal hand, the benefit 
of his skill, his knowledge attained through long study of the work of those of 
his profession who went before him, as well as that of his contemporaries, and 
through his own original research, inspired by his genius, into medical and 
surgical fields where darkness reigned before he lit the light of scientific 
knowledge there. 

His services to humanity never have known any barrier of race or nationality 
or creed. 

His discoveries in medicine and surgery, to which countless human beings 
owe countless useful years added to their lives, ever have been shared freely 
with his professional colleagues everywhere. 

His teachings have sent out into the world generations of young physicians 
and surgeons imbued with his own passion for scientific research and exact 
knowledge, his own high concepts and practice of professional ethics, his own 
tireless energy and unflagging enthusiasm, his own kindly understanding of 
humanity from highest to humblest, and his own limitless charity. 

His life has been, to all who came in contact with him, a glowing example 
of honored ability and personal humility, of the power of human thought, 
courage, patience and persistence in the face of problems, of never-exhausted 
courtesy and humor, of appreciation of the best and tolerance for the worst of 
the human qualities with which his profession forced him into daily contact, 
and above all, of complete dedication to the task he took upon himself in youth; 
the practice of the art and science of healing. 

As physician, as surgeon, as scientist, as scholar, as author, as linguist, as 
inventor and discoverer on the frontiers where he has fought disease and 
death so long, as philanthropist of many secret charities, and above all, as a 
man, The Times-Picayune Loving Cup committee feels that this newspaper, 
this city and this state are honored at the privilege of honoring Dr. Rudolph 
Matas with the award of The Times-Picayune Loving Cup for 1940. 


“It is with extreme pleasure that I present to you The Times- 
Picayune Loving Cup, Dr. Matas.” 


In accepting the cup, Dr. Matas said in part: 


“T ... wish to thank Mr. Nicholson and the journals which he 
represents for choosing the Hutchinson Memorial and this audi- 
torium as the place for this presentation, and this clinic hour, when 
the hall is crowded with the alumni and students who come from 
far and near to attend these graduate homecoming classes. The 
agreement between The Picayune and the dean to reserve a part of 
the teaching hour for this presentation so that it might be in a med- 
ical atmosphere most congenial to my old teaching habits, and 
reminiscent of all the activities that made the gift of the loving 
cup a possibility, is deeply appreciated. 

“While at my time of life it is difficult to startle the mind or stir 
the heart with new and overflowing emotions, I must confess that 
I am deeply moved—thrilled, if you will—by the greetings of a 
committee of distinguished friends delegated by The Times-Pica- 
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yune to announce that the committee of award had named me The 
Times-Picayune cup bearer for 1940.... 


“Tt has been well said that the loving cup award of The Times- 
Picayune, in its 40 years of existence, has gone to those who have 
put humanity ahead of self. A glance at a list of the 28 cup bearers 
will show that they may be classified into several groups—great 
founders, great leaders, great givers, inventors, educators, lawyers, 
doctors—all benefactors who have given freely of their wealth, 
their time, their thought and even their lives in the unselfish service 
of the community and of a common humanity. 


“In its ultimate analysis, the full meaning of the purpose of The 
Times-Picayune in making its annual award of the loving cup is to 
recognize and encourage outstanding service in any of its innumer- 
able polymorphous or polyvalent applications to the welfare of the 
community and common humanity. And indeed it is a signal honor 
that the distinguished committee of award, representing the As- 
sociation of Commerce, the Cotton Exchange and the Board of 
Trade—the three leading institutions most zealously concerned in 
the welfare of the city—should have deemed me worthy of a seat 
by the side of the elect in the unselfish service of humanity as ap- 
plied to our communal needs. 


‘In the list of recipients there are three doctors including myself ; 
. . . the third doctor is the first to receive the cup without being 
specifically connected with the founding of any institution or hos- 
pital (though intimately connected with the founding of at least 
three units of hospitals and medical services)—the first to receive 
the award as a representative of the medical profession in the 
abstract. This role I interpret as a tribute to the profession as a 
whole, which includes whatever merit I may possess, and is indeed 
honor enough for any one man. Besides, it gives me the privilege, 
in virtue of this award, as a recognized representative of the med- 
ical profession, to speak freely of the services our profession has 
rendered to the community without the embarrassment of personal 
considerations. 


“The sanitary history of New Orleans has been told so often 
and so well that it has become threadbare by repetition, yet the fact 
remains that it is only a few of the older citizens and surviving 
medical veterans, who served in the old and now traditional yellow 
fever campaigns that preceded the great sanitary victory of 1905, 
who have any conception of the tremendous significance of that 
marvelous achievement of medical science for the welfare and pros- 
perity of New Orleans, of Louisiana and of our whole Southern 
country. For it was after that epochal victory of sanitary science 
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when the death-dealing pest—which for over two centuries had 
fastened itself on the vitals of our community, throttled its ener- 
gies and dwarfed its growth—was definitely eliminated, that the 
sanitary regeneration of New Orleans began... . 


‘When we consider what the delivery of New Orleans from the 
thraldom of yellow fever alone has meant to the welfare and pros- 
perity, not only of our city but of the South, of Cuba, of Panama 
and of the whole Western Hemisphere—is it not proper that the 
school children should be taught the names of the great heroes of 
medical science—Finlay, Reed, Lazear, Carrol, Agramonte and 
Gorgas—who planted the seed that led to such a stupendous harvest 
of health and happiness to our once plague-stricken world? 


“Yet 36 years have gone by since that epochal victory in 1905, 
and yet there is no monument, no tablet or sign even, to commem- 
orate such an incomparable event. Should not a monument stand 
here in New Orleans, the chief beneficiary of this great boon of 
medical science, in a conspicuous place where our people could see 
it and be eternally reminded that the enemies of health, though 
driven far away, are not all dead, and that, in dealing with them 
as with the human enemies of our lives and liberties who are much 
more tangible and near to us, they should heed the warning that 
eternal vigilance is the price of safety? 


“Mr. Dean, this occasion . . . leads me to interpret the motive 
for this demonstration as signifying not only your approval and 
gratification as representatives of the university and of the medical 
faculty, at the distinction conferred upon me but also of your desire 
to associate my long service in Tulane with that rendered to the 
community in the course of my long professorial and professional 

“During these many years that I have lived a medical life I have 
tried, as near as the frailty that is common to all flesh, and as far 
as my own shortcomings and manifold imperfections would permit, 
to be worthy of the honorable traditions of my profession, and to 
deserve the confidence and trust of my fellows. But this is only as 
it should be, and if I have displayed zeal and enthusiasm in my 
work, and have given my undivided and wholehearted attention to 
my professional and teaching duties, it is because I love my pro- 
fession, and have found my greatest contentment in its culture and 
in the pursuit of its mission. For this I cannot claim any excep- 
tional merit. I have simply done my duty as should every man who 
loves his work to the fullest limit of his strength and understanding. 


“If I have anything to say, it is of my debt to medicine and to the 
people of this community who have given me the opportunity to 
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accomplish whatever I may have done to deserve their approval, 
their esteem and their praise. 


“Tt is through medicine that it has been possible for me to accom- 
plish whatever achievements in the judgment of the award com- 
mittee have deserved this precious token of public recognition. 


‘‘To my profession, to medicine, | owe everything that has helped 
to make me useful and thoroughly contented with my lot... . 


‘“‘And now that I have acknowledged my debt to medicine . . . I 
am still conscious that the story of my greatest debt has not been 
told—which now, out of the fullness of the heart, seeks utterance. 


“For what would it avail if all that I have been taught, and all 
that I have learned with the accumulating experience of the years, 
had found no application in service to my fellows—to the people 
of this community, among whom I was born, have grown, loved, 
matured and prospered? 


“For I am a son of this soil, of this beloved Louisiana of ours, 
and the life of this great metropolis in which are centered our dear- 
est affections is inseparably interwoven with mine. Nothing that 
affects this community can fail to affect me. Whatever contributes 
to its greatness, to the welfare of its people, rejoices my soul. Its 
tribulations and sorrows are my sorrows. If I have added anything 
to the value of medical knowledge, if I have accomplished anything 
that is creditable to my university, to my predecessors, that may be 
of value to my successors, and if I have been able to render service 
to the community, it is for me to be grateful for the opportunities 
that the community has given me to utilize and profit by them for 
my own betterment and for the common good. 


“My cup of gratitude is full, and I must rest to stay all waste 
from its overflowing effervescence.” 


; 


BOOK REVIEWS 


The Editors of THe SOUTHERN SURGEON will at all times welcome new books in 
the field of surgery and will acknowledge their receipt in these pages. The Editors 
do not, however, agree to review all books that have been submitted without solicitation. 


OpERATIVE SuRGERY Including Anesthesia, Pre- and Postoperative Treat- 
ment, Principles of Surgical Technic, Blood Transfusions and ABDOMINAL 
Surcery. Edited by Freperic W. Bancrort, A.B., M.D., F.A.C.S., 
Associate Clinical Professor of Surgery, Columbia University; Director of 
Surgery, Beth David Hospital; Attending Surgeon, City Hospital of New 
York; Attending Surgeon, United States Veterans Hospital, No. 81; Conr- 
sulting Surgeon, Lincoln and Harlem Hospitals and New York Infirmary 
for Women and Children, New York; Attending Surgeon, Kings Park 
State Hospital, Kings Park, New York. 1102 pages. Illustrated. Price, $10. 
New York and London: D. Appleton-Century Company, Inc., 1941. 
Although systems of surgery have not appealed to this reviewer, he com- 

pletely capitulates to this first volume of a new one. In this system by the way, 

the volumes may be secured separately. 

This volume is devoted to surgical treatment of abdominal diseases together 
with anesthesia, preoperative and postoperative treatment, the fundamental 
principles of surgical technic and blood transfusion, contraindications, compli- 
cations and prognosis. It is not concerned with etiology, pathology or diagnosis, 
but an exception is made in the section of splenomegalies, for here the surgeon 
must decide the question of differential diagnosis before he can decide that 
the enlarged spleen must be removed. 

This reviewer would like to join Dr. Bancroft in recommending to all 
surgeons the section by Mont Reid and Jean Stevenson on surgical technic. 
In his mind, too “this presents the best philosophy on the art of surgery.” 
The reviewer would especially recommend the paragraphs on “Operating 
Room Manners.” One must quote a few lines: 

“There has been a great need for a code of etiquette to be designed for use 
in the operating room . . . Such a code . . . would be designed to embody all 
the good manners any gentleman would be expected to show under the circum- 
stances . . . Along this line comes to mind, first of all, the behavior of the 
surgeon himself . . . Instances have been known in which assistants have been 
abused to the extent that they have reached an emotional pitch for physical 
combat but have refrained because their own sense of decency far exceeded 
that of the surgeon.” 

Among the contributors are three members of this journal’s Editorial Coun- 
cil, Rankin, Ochsner and Blalock; and several other contributors who have 
written for us. 

Almost the first half is taken up with general principles, including Blalock’s 
admirable discussion of preoperative and postoperative treatment and the 
physiology involved. The surgery of each part is taken up with uniform 
excellence. One is impressed with the amount of space devoted to appendicitis 
by Ochsner and Woolfolk. One notes that they believe there is such a thing 
as “chronic appendicitis” but they don’t think it is common and they find it a 
diagnosis difficult to make. They remark, “The removal of a normal appendix 
in a patient who presents signs of appendicitis is probably more justified than 
any similar procedure.” 

Our chief objection to this book is that the plate illustrating the Ochsner- 
Graves retroperitoneal approach to abscess of the liver is reproduced three 
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times. And it is not necessary to remark that this is not a very serious objection. 

May we repeat that this work presents the technical details of surgical pro- 
cedures including the latest innovations, about as well as it can be done; what 
distinguishes it from earlier works of this nature is the complete modernity 
of its emphasis of the fundamental physiologic principles that underlie surgery. 


WouNps AND Fractures: A CLINICAL GuIDE TO CiviL AND MILITARY 
Practice. By H. Winnetr Orr, M.D., F.A.C.S., Chief Surgeon, 
Nebraska Orthopedic Hospital, Fellow of the American College of Surgeons ; 
Member of the International Society of Orthopaedic Surgery; of the Ameri- 
can Orthopaedic Association; of the American Academy of Orthopaedic 
Surgeons. 227 pages, with 137 illustrations. Price, $5. Springfield, Illinois: 
Charles C Thomas, Publisher, 1941. 


The knowledge that some of us possess of the “Orr Treatment,” it is to be 
feared, has been gained largely from Time and other lay publications. Cer- 
tainly it would seem, on its face, contrary to our most cherished opinions, our 
most deeply-rooted convictions and to all surgical teaching, to put a plaster 
cast over a wound that we know has been infected and to leave it alone for 
weeks. The odor often attendant has also been advanced as a reason against 
infrequent dressings. However, the characteristic of an intelligent, scientifically 
trained mind is that it is open to conviction. The surgeon of today therefore 
owes it to himself and to his patients to become thoroughly familiar with the 
Orr treatment: even if he has read all of the papers Dr. Orr has written on 
the subject, he should welcome this his first book; if he has not it is doubly 
important for him to further his education with this monograph. 


Orr lays down as his first fundamental the accurate, end-to-end reduction 
of the fracture as soon as possible after the injury, with complete immobiliza- 
tion. To secure such immobilization he advocates plaster with a pin through 
the distal fragment of the bone fixed in the cast. In cases of compound frac- 
ture when the wound is clean, he repairs it by aseptic surgical measures and 
lets it alone. When the wound is soiled or infected, he cleans it up surgically 
and provides drainage by wide open aseptic packing with vaseline gauze, 
“saucerization.”” The wound and the vaseline pack are then covered by a large 
firm gauze and cotton absorbent dressing which is bandaged on; then the cast 
or splint is applied. The wound is not disturbed or dressed unless pain, swell- 
ing, rise in temperature or leukocytosis give evidence of a return of inflamma- 
tion in the wound or fracture area of sufficient severity to warrant interference. 


Dr. Orr’s pudding, it would seem, has been well proved in the twenty-odd 
years since he conceived it. It has been proved not only in his own experience, 
both in his home town and in distant hospitals, but also it has been proved 
innumerable times by other men. A British surgeon recently wrote the author, 

“In Bristol and in most hospitals that I hear about, ‘Winnett Orr’ is the 
routine. You would be amazed, even you, I think, if you could see the abso- 
lutely filthy wounds with the most deep jagged laceration of the soft parts 
that never even give a day’s pyrexia and eventually heal completely.” 


In short, especially with the clouds of war hovering so close now, we would 
urge every surgeon who may be called upon to treat compound fractures to 
study Dr. Orr’s book most carefully: if he does not adopt the principles laid 
down in it that will be his own responsibility. This reviewer however inclines 
to the opinion that it won’t be long before to disregard such principles in a 
suitable case may lay the surgeon open to a suit for malpractice. 
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ESSENTIALS OF GENERAL SuRGERY. By WALLACE P. M.D., Clini- 
cal Assistant Professor, Department of Surgery, University of Minnesota 
Medical School. 813 pages, with 237 illustrations. Price, $8.50. St. Louis: 
The C. V. Mosby Company, 1941. 


This book reflects the attitude and practices of the Surgical Department of 
the University of Minnesota Medical School. The reviewer hopes that loyalty 
to his alma mater is but a minor factor in his enthusiasm for it. It is designed 
for the undergraduate, to give him the fundamental principles of surgery, to 
instruct him in methods which will enable him to recognize surgical disorders 
and finally to teach him what surgery can accomplish in the treatment of 
various diseases. It may help the advanced student to review general surgery 
and it should prove valuable to the general practitioner. 


The volume is permeated with the fundamental sciences and constantly 
stresses the physiologic approach to surgery. It is singularly comprehensive. 


The chapter on orthopedics is a resume of a recent successful text. 


The section on cancer of the stomach is up-to-date; the discussion of diag- 
nosis is a far cry from the terminal picture presented in the text studied by 
the undergraduate of twenty years ago. The treatment of gastric hemorrhage 
is equally modern. 


One must quote one trenchant sentence: “Patients so frequently have been 
subjected to hemorrhoidectomy that the presence of hemorrhoids might well 
be listed one of the symptoms of carcinoma of the rectum.” 


Dr. Ritchie and his collaborators have produced an outline of surgery that 
is as streamlined and modern as a 1942 car. 


THE MoperNn TREATMENT OF SYPHILIS. By JosEpH Moore, M.D.. 
Associate Professor of Medicine, The Johns Hopkins University ; Physician- 
in-charge Syphilis Division of the Medical Clinic and Visiting Physician, 
The Johns Hopkins Hospital, Baltimore ; Special Consultant, United States 
Public Health Service. With the Collaboration of JArotp E. Kemp, M.D.; 
Harry Eacie, M.D.; Papcet, M.D., and Mary Stewart Goop- 
win, M.D., of whom all are members of the faculty of The Johns Hopkins 
University. 674 pages, with 98 illustrations. Price, $7. Springfield and 
Baltimore: Charles C Thomas, Publisher, 1941. 


At the time the first edition of this book appeared the very word syphilis 
was under tabu: even many fashionable doctors, when they had to refer to 
the disease, said “lues.’’ Following the appearance of Dr. Parran’s article in 
The Reader's Digest, syphilis has become a popular topic of conversation in 
the most select circles. With the emphasis that is being laid on the eradication 
of this widespread disease as part of the National Defense effort, it is more 
important than ever for every physician, whatever his specialty, to be familiar 
with the latest developments and with the most approved methods of treatment. 


The Modern Treatment of Syphilis by one of the great syphililogists with 
the collaboration of a number of his associates at the Hopkins is therefore 
recommended without qualification. 
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Abdomen: See Estes, Rippy, White 

Abdomen, non-penetrating trauma of: See 
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Abdominal surgery, use of sulfanilamide 
powder in: See Kennedy, Lee 

Abdominal wall, fatal infection of, follow- 
ing appendectomy: See White 

Abell, A.: Medicine in the national defense 
program, 225 

The Richmond Postgraduate Surgical As- 
sembly, Editorial, 144 
The Richmond Surgical Assembly, 153 

Abortion: See Collins 

Abortion, management of: See Collins 

Abrams, M. J., and Turberville, J. S.: Lipo- 
sarcoma of the stomach; report of a 
case, 891 

Acute cranio-cerebral injuries: See Pilcher 

Acute head injury: See Gurdjian, Pilcher 

Acute intestinal obstruction: See Heyd 

Adenomatosis of the colon: See Rankin 

Allergy, relation of to surgical diagnosis in 
diseases of the gastro-intestinal tract: 
See Cohen 

Anatomic and physiologic aspects of the in- 
tervertebral disc: See Bradford 

Angina, Ludwig's: See Berlin 

Ankylosis of the mandible, G. W. N. Eggers, 1 

Appendectomy: See Kennedy, White 

Appendectomy, fatal infection of abdominal 
wall following: See White 

Appendicitis: See Kennedy, Tennison 


Appendicitis, gangrenous: See Kennedy, 
Tennison 

Appendicitis, gangrenous, relationship be- 
tween fecaliths in appendix and: See 
Tennison 

Appendicitis, left-sided ruptured gangren- 


ous: See Kennedy 
Appendicitis, ruptured: See Kennedy 
Appendix: See Hall, Kennedy, Tennison, 
White 
Appendix, ruptured mucocele of: See Hall 
Asman, H. B.: Pulmonary complications in 
surgery of the biliary tract; a study of 
132 consecutive cases, 116 
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Back pain: See Pickett 
Beasley, B. T.: When a doctor comple‘es his 
medical education he should retire, Edi- 
torial, 220 
Bennett, M. J. and Russell, P. B., Jr.: Ovar- 
ian hormonal harmony, 279 
Surgical correction of oligomenorrhea, 
menorrhagia and menopause by ovarian 
isoplastism, 154 
Vaginal changes during normal menstrual 
cycle, 519 
Vaginal smears correlated to ovarian func- 
tion (4% months fetus through puberty), 
79 


Bennett, M. J.; Russell, P. B., Jr. and Ram- 
sey, L. C.: Hormonal relationships and 
vaginal smears in pregnancy, 510 

Hormones interpreted quantitatively: cy- 
clic variations of some, 164 

Benign tumors of larynx: See Tucker 

Berlin, J. I.: Ludwig’s angina, 289 

Biliary tract, pulmonary complications in 
surgery of: See Asman 

Biliary tract, surgery of: See Asman, Doug- 
lass 

Black, W. T., Jr.: Sterility relieved by left 
salpingostomy following right salpingo- 
oophorectomy, 42 

Blair, F. L.: See Pulskamp 

Blocker, T. G., Jr.: Free full-thickness skin 
graft for the relief of burn contracture 
of the neck, 849 

Boland, F. K.: Is the Bassini operation ob- 
solete? Editorial, 372 

Bone, tumors of: See Coley 
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man body, L. B. Rawling, 378 

Medical progress annual, 1940, 847 

Medical reports of John Y. Bassett, M. D., 
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surgery, W. P. 


INDEX, 


Modern treatment of syphilis, J. E. Moore, 
907 
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Operative surgery, system edited by F. W. 
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Orbital tumors, W. E. Dandy, 693 
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Krusen, 692 

Primer for diabetic patients, R. M. Wil- 
der, 847 

Role of the liver in surgery, F. F. Boyce, 
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Story of clinical pulmonary tuberculosis, 
L. Brown, 691 

Surgery of the hand, R. M. Handfield- 
Jones, 61 

Surgical diseases of spinal cord, C. A. Els- 
berg, 771 

Textbook of clinical pathology, R. R. 
Kracke and F. P. Parker, 846 

Textbook of ophthalmology, S. R. Gifford, 
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Textbook of pediatrics, J. P. C. Griffith 
and A. G. Mitchell, 535 

Textbook of surgical nursing, H. S. 


Brookes, Jr., 61 
Wounds and fractures, H. W. Orr, 903 
Yearbook of industrial and orthopedic 

surgery, C. F. Painter, 224 

Bowel, large, cancer of: See Cohn 

Boyce, F. F.: The role of the liver in sur- 
gery, Editorial, 56 

Boyd, H. B.: Treatment of acute fractures 
of the neck of the femur, 364 

Bradfield, J. L.: Indications for surgery in 
duodenal ulcer, 663 

Bradford, F. K.: Certain anatomic and 
physiologic aspects of the intervertebral 
disc, 623 

Breast: See Geschickter, Nicolson 

Breast, tuberculosis of: See Nicolson 

Brief history of surgical societies, M. W. 
Sherwood and T. Speed, 50 

Burn contractures: See Blocker, Hamm 

Burns: See Blocker, Hamm, Hardin, Tenery 

Burns, cod liver oil therapy of: See Hardin 

Burns, contractures of knee following: See 
Hamm 

Burns, contractures of neck following: See 
Blocker 

Burns, emergency treatment of: See Tenery 

Burns, extensive: See Hamm 

Burns, treatment of: See Blocker, 
Tenery 
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Campbell, W. C. and Smith, H.: Sulfa-drugs 
and internal fixation in the treatment of 
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Cancer: See Cohn, Peple, Rosser, Sanders, 
Singleton, Thompson, G. J., Tucker 
Cancer of cervix, radium treatment of: See 
Peple 

Cancer of colon: See Cohn, Rosser 

Cancer of the larynx; diagnosis, treatment 
and results, with observations on the re- 
lationship of benign tumors to cancer, 
G. Tucker, 671 

Cancer of ovary: See Shands 

Cancer of prostate: See Thompson, G. J. 

Cancer of rectum, perineal-abdominal op- 
eration for: See Singleton 

Cancer of stomach: See Sanders 

Carcinoma: See Cohn, Peple, Rosser, San- 
ders, Singleton, Thompson, G. J., Tucker 

Carcinoma of cervix, radium treatment of: 
See Peple 

Carcinoma of large bowel: See Cohn, Rosser 

Carcinoma of larynx: See Tucker 

Carcinoma of ovary, H. R. Shands and R. L. 
Clark, Jr., 813 

Carcinoma of prostate: See Thompson, G. J. 

Carcinoma of rectum, perineal-abdominal 
operation for: See Singleton 

Carcinoma of stomach: See Sanders 

Cast, hanging, use of in treatment of frac- 
tures of humerus: See Hudson 

Central nervous system, chemotherapy of in- 
fections of: See Nash 

Cerebrum, chronic subdural hematoma of : 
See Fincher 

Certain anatomic and physiologic aspects of 
the intervertebral disc, F. K. Bradford, 
623 

Changes, vaginal, during normal menstrual 
cycle: See Bennett 

Chemotherapy of infections of the central 
nervous system, C. C. Nash, 648 

Chronic cystic mastitis: See Geschickter 

Chronic subdural hematoma of the cerebrum, 
E. F. Fincher, 537 

Clardy, D. M.: Conservatism and pelvic in- 
flammation, 705 

Clark, R. L., Jr.: See Shands 

Cod liver oil therapy of wounds and burns, 

C. Hardin, 301 

Cohen, A. E.: Relation of allergy to surgical 
diagnosis in diseases of the gastrointes- 
tinal tract, 216 

Cohn, I.: Observations on malignancies of 
the large bowel, 173 

Cole, H. A.: See Willis 

Coleman, F. P. and Seastrunk, J. G.: The 
technic of individual ligation in pneu- 
monectomy and extra-mediastinal liga- 
tion in lobectomy: an analysis of the 
authors’ series, 491 

Coley, B. L.: Conservative surgery in tumors 
of the bone, 379 

Collins, C. G. and Weed, J. C.: Management 
of abortion, 557 

Colon: See Cohn, Rankin, Rosser 

Colon, surgical treatment of adenomatosis 
of: See Rankin 
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Complications, pulmonary, in surgery of the 
biliary tract: See Asman 

Compound fracture treatment: See Campbell, 
Venable 

Compound fracture treatment, prevention of 
deformities in: See Venable 

Compound wounds: See Griswold, Hardin 

Compound wounds, recent: See Griswold 

Compound wounds, treatment of: See Gris- 
wold 

Conservatism and pelvic inflammation, D. 
M. Clardy, 705 

Conservative surgery in tumors of bone, B. 
L. Coley, 379 

Contractures of knee following extensive 
burns: See Hamm 

Contractures of neck following burns: See 
Blocker 

Copeland, H. J., and Floyd, T. J.: Ovarian 
hemorrhage, 44 

Correction, surgical, of oligomenorrhea, 
menorrhagia and menopause by ovarian 
isoplastism: See Bennett 

Cotton thread surgical technic: See Taylor 

Craig, W. McK.: The diagnosis and treat- 
ment of trigeminal neuralgia with con- 
sideration of total and subtotal section 
of the fifth cranial nerve, 17 

Cranio-cerebral injuries: See Pilcher 

Critical review of 1800 blood transfusions 
in private practice, J. E. Watson, Jr., 
and R. L. Sanders, 93 

Cyclic variations of some hormones: See 
Bennett 

Cystic mastitis: See Geschickter 

Cysts of spleen: See Watts 

Cysts of the vagina, with report of a case, 
J. O. Lisenby, 564 

Cysts, non-parasitic, of spleen: See Watts 
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Davison, T. C.: Presentation of the memorial 
gavel, 376 

Deformities in compound fracture treatment, 
prevention of: See Venable 

Diabetes, pancreatic lithiasis 
Thomason 

Diagnosis and treatment of acute cranio- 
cerebral injuries: See Pilcher 

Diagnosis and treatment of ectopic preg- 
nancy, F. H. Falls, 347 

Diagnosis and treatment of trigeminal neu- 
ralgia with consideration of total and 
subtotal section of the fifth cranial nerve, 
W. McK. Craig, 17 

Diagnosis of acute cranio-cerebral injuries: 
See Pilcher 

Diagnosis of cancer of larynx: See Tucker 

Diagnosis of ectopic pregnancy: See Falls 

Diagnosis of gallbladder disease: See Myers 

Diagnosis of pregnancy, ectopic: See Falls 

Diagnosis of trigeminal neuralgia: See Craig 

Direct x-irradiation of tumors, J. D. Han- 
cock and J. Love, 39 

Diseases of the gastrointestinal tract, rela- 
tion of allergy to surgical diagnosis of: 
See Cohen 
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Dr. Anson Jones, last Texas president, Edi- 
torial, W. G. Stuck, 607 

Dr. Matas honored, Editorial, 902 

Dr. Willis Cahoon Campbell, Editorial, R. 
L. Sanders, 451 

Duodenal drainage in the diagnosis of gall- 
bladder disease, H. C. Myers, 653 

Duodenal ulcer: See Bradfield, Scott 

Duodenal ulcer causing obstructive jaundice: 
See Scott 

Duodenal ulcer, indications for surgery in: 
See Bradfield 

Duodenal ulcer, perforating: See Scott 

Douglass, F. M.: Surgery of the biliary 
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Echols, D. H. and Holcombe, R. G., Jr.; 
Traumatic intracerebral pneumatocele, 
with report of a case, 589 

EprroriaLs: 


Dr. Anson Jones, last Texas president, 
W. G. Stuck, 607 

Dr. Matas honored, 902 
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ders, 451 

Ether centennial, 845 
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gress meet, 299 
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W. B. Martin, 765 

Is the Bassini operation obsolete?, F. K. 
Boland, 372 

Military service, 532, 612, 689 

Muscle changes in infantile paralysis, W. 
G. Stuck, 145 

1942 Postgraduate Surgical Assembly to 
be in Atlanta, 689 

Pass in review, 221 

Richmond!, R. L. Sanders, 146 

Richmond Assembly, 298 
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bly, I. Abell, 144 

Role of the liver in surgery, F. F. Boyce, 56 

Role of trauma in the causation of hernias, 
H. J. Shelley, 897 

Sectional meetings, 690, 846 

Statistics, I. Cohn, 686 

Vitamin K, J. G. Gay, 530 

When a doctor completes his medical edu- 
cation he should retire, B. T. Beasley, 


Emergency treatment of burns, W. C. Ten- 
ery and J. H. Tenery, 759 

Endocrine aspects of chronic cystic mastitis, 
C. F. Geschickter, 457 

Endometriosis as a cause of intestinal ob- 
struction: report of 2 cases, G. B. Grigs- 
by, 8 

Estes, W. L., Jr.: Non-penetrating trauma 
of the abdomen, 427 
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Ether centennial, Editorial, 845 
Exteriorization of colonic cancers, C. Rosser, 


Extramediastinal individual ligation in lo- 
bectomy: See Coleman 
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Falls, F. H.: Diagnosis and treatment of 
ectopic pregnancy, 347 

Fascia, role of, in low back pain: See Pickett 

Fatal infection of the abdominal wall fol- 
lowing appendectomy, R. J. White, 13 

Fecaliths in appendix: See Tennison 

Fellows of The Southeastern Surgical Con- 
gress meet, Editorial, 299 

Femur, acute fractures of neck of: See Boyd 

Fibromyomas of uterus: See Greenblatt 

Fincher, E. F.: Chronic subdural hematoma 
of the cerebrum, 537 

Fistula, traumatic, of Stenson’s duct: See 
Welborn 

Fixation, internal, in treatment of compound 
fractures: See Campbell 

Floyd, T. J.: See Copeland 

Fractures: See Boyd, Campbell, Graham, 
Griswold, Hudson, Venable 
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able 

Fracture-dislocation of neck, management 
of: See Graham 

Fracture treatment: See Boyd, Campbell, 
Graham, Griswold, Hudson, Venable 

Fractures of humerus, hanging cast in treat- 
ment of: See Hudson 

Fractures of the jaws, W. G. Hamm, 185 

Fractures of neck of femur: See Boyd 

Free full-thickness skin graft for the relief 
of burn contractures of the neck, T. G. 
Blocker, Jr., 849 

Function, ovarian: See Bennett 
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Gallbladder disease, duodenal drainage in 
diagnosis of: See Myers 

Gangrenous appendicitis: See Kennedy, Ten- 
nison 

Gastrointestinal tract, relation of allergy to 
surgical diagnosis in diseases of: See 
Cohen 

Gay, J. G.: Midline aberrant thyroid: report 
of a case, 199 

Vitamin K, Editorial, 530 

Geschickter, C. F.: Endocrine aspects of 
chronic cystic mastitis, 457 

Gillespie, C. E.: See Nicolson 

Graham, C. P., and Robertson, J. F.: Man- 
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neck, 747 

Greenblatt, R. B., and Wilcox, E. A.: Hor- 
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intestinal obstruction: report of 2 cases, 


Griswold, R. A.: Treatment of recent com- 
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Griswold, R. A.: See Pulskamp 

Gunshot wounds of the abdomen: See Rippy 

Gurdjian, E. S.: Pathology and surgical man- 
agement of acute head injury, 711 

Gynecologic problems in elderly women, W. 
N. Jones, 203 


Hall, D. P.: Pseudomyxoma peritonei from 
ruptured mucocele of appendix, 264 
Hamm, W. G.: Fractures ot the jaws, 185 
Hamm, W. G., and Kite, J. H.: Relief of 
contractures of the knee following ex- 
tensive burns, 795 

Hancock, J. D.: Mesenteric tumors, 569 

Hancock, J. D., and Love, J.: Direct x-ir- 
radiation of tumors, 39 

Hanging cast, use of in treatment of frac- 
tures of humerus: See Hudson 

Hardin, P. C.: Cod liver oil therapy of 
wounds and burns, 301 

Head injury: See Fincher, Gurdjian, Pilcher 

Hemangioma of the terminal ileum with re- 
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R. J. White, 886 

Hematoma, chronic subdural: See Fincher 

Hemorrhage, ovarian: See Copeland 

Hemorrhage from rectum: See White, R. J. 

Heyd, C. G.: Management of acute intesti- 
nal obstruction, 548 

History of surgical societies: See Sherwood 

Holcombe, R. G., Jr.: See Echols 

Hormonal harmony, ovarian: See Bennett 

Hormonal relationships and vaginal smears 
in pregnancy, M. J. Bennett; P. B. 
Russell, Jr., and L. C. Ramsey, 510 

Hormonal therapy of fibromyomas of the 
uterus, R. B. Greenblatt and E. A. Wil- 
cox, 339 
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Hudson, R. T.: Use of the hanging (ast in 
the treatment of fractures of the hu- 
merus, 132 

Human staphylococcal infections, immuno- 
logic prophylaxis and therapy in: - See 
Longacre 

Humerus, use of hanging cast in treatment 
of fractures of: See Hudson 

Hydrocephalus, congenital, complicating 
bor: See Wilder 


I 


Ileitis, regional: See White, H. E. 

Imler, A. E.: Survey of 496 cases of vaginal 
bleeding, 802 

Immunologic prophylaxis and therapy in hu- 
man staphylococcal infections, A. B. 


Longacre, 247 
Importance of vitamin therapy in the prep- 
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Individual ligation in lobectomy: See Cole- 
man 

Infection of abdominal wall following ap- 
pendectomy: See White, R. J. 

Infections of central nervous system, chemo- 
therapy of: See Nash 

Infections, human staphylococcal, immuno- 
legic prophylaxis and therapy in: See 
Longacre 

Inflammation, pelvic: See Clardy 

Instrument to simplify pelvimetry, O. R. 
Troje, 487 

Interdependence of medicine and surgery, 
Editorial, W. B. Martin, 765 

Internal fixation in treatment of compound 
fractures: See Campbell 

Intervertebral disc: See Bradford 

Intestinal intubation, M. Thompson, 88 

Intestinal obstruction: See Grigsby, Heyd 

Intracerebral pneumatocele: See Echols 

Intubation, intestinal: See Thompson, M. 

Is the Bassini operation obsolete ?, Editorial, 
F. K. Boland, 372 

Isoplastism, ovarian: See Bennett 
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Jaundice, obstructive, caused by perforating 
duodenal ulcer: See Scott 

Jaws, fractures of: See Hamm 

Jones, W. N.:. Gynecologic problems in el- 
derly women, 203 

Joplin, R. O.: Sulfanilamide in the local 
treatment of traumatic wounds, 733 
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Kennedy, W. C.: Ruptured, gangrenous left- 
sided appendicitis: report of a case, 858 

Kite, J. H.: See Hamm 

Knee, contractures of following extensive 
burns: See Hamm 
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Lee, Q. B.: Use of sulfanilamide powder in 
abdominal surgery, 680 

Ligation, individual, in lobectomy: See Cole- 
man 

Liposarcoma of the stomach; report of a case, 
M. J. Abrams, and J. S. Turberville, 891 

Lisenby, J. O.: Cysts of the vagina, with re- 
port of a case, 554 

Lithiasis, pancreatic, with diabetes: See 
Thomason 

Liver, role of in surgery: See Boyce 

Lobectomy: See Coleman 

Local treatment of traumatic wounds: See 
Joplin 

Longacre, A. B.: Immunologic prophylaxis 
and therapy in human staphylococcal in- 
fections, 247 

Love, J.: See Hancock 

Low back pain, role of fascia in: See Pickett 

Ludwig’s angina, J. I. Berlin, 289 
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Management of abortion, C. G. Collins and 
J. C. Weed, 557 


Management of acute intestinal obstruction, 
C. G. Heyd, 548 

Management of fracture-dislocation of the 
neck, C. P. Graham and J. F. Robertson, 
747 

Management of perforating gunshot wounds 
of the abdomen: based on a study of 369 
cases, E. L. Rippy, 441 

Mandible: See Eggers, Hamm 

Martin, J. D.: Torsion of the omentum, 210 

Martin, W. B.: Interdependence of medicine 
and surgery, Editorial, 765 

Mastitis, chronic cystic: See Geschickter 

Matas, Dr., honored, Editorial, 902 

Medicine in the national defense program, 
I. Abell, 225 

Menopause, surgical correction of by ovarian 
isoplastism: See Bennett 

Menorrhagia, surgical correction of by ovar- 
ian isoplastism: See Bennett 

Menstrual cycle: See Bennett 

Mesenteric tumors, J. D. Hancock, 569 

Midline aberrant thyroid: report of a case, 
J. G. Gay, 199 

Military service, Editorial, 532, 612, 689 

Moldavsky, L. F.: See Wilder 

More effective surgical mask, E. J. Poth, 810 

Morgan, J. O.: Surgery in peptic ulcer, 575 

Mucocele of appendix: See Hall 

Multiple dissimilar carcinomas of the stom- 
ach, R. L. Sanders, 695 

Muscle changes in infantile paralysis, Edi- 
torial, W. G. Stuck, 145 

Myers, H. C.: Duodenal drainage in the 
diagnosis of gallbladder disease, 653 
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Nash, C. C.: Chemotherapy of infections of 
the central nervous system, 648 
National defense program, medicine in: See 
bell 


Neck, burn contracture of: See Blocker 

Neck, fracture-dislocation of: See Graham 

Nervous system, central: See Nash 

Neuralgia, trigeminal: See Craig 

Nicolson, W. P., and Gillespie, C. E.: Tu- 
berculosis of the breast, 825 

1942 Postgraduate Surgical Assembly to be 
in Atlanta, Editorial, 689 

Non-parasitic cvsts of the spleen: report of 
a case, T. D. Watts and H. J. Warthen, 
34 

Non-penetrating trauma of the abdomen, W. 
L. Estes, Jr., 427 

Normal menstrual cycle: See Bennett 


Observations on malignancies of the large 
bowel, I. Cohn, 173 

Obstruction, acute intestinal: See Heyd 

Obstruction, intestinal, endometriosis as a 
cause of: See Grigsby 

Obstructive jaundice caused by perforating 
duodenal ulcer, A. C. Scott, Jr., 637 

Oligomenorrhea: See Bennett 

Omentum, torsion of: See Martin, J. D. 
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Operation for cancer of rectum: See Single- 
ton 

Operation, perineal-abdominal, for cancer of 
rectum: See Singleton 

Osteitis fibrosa cystica, I. M. Wise, 819 

Ovarian function: See Bennett 

Ovarian hemorrhage, H. J. Copeland and 
T. J. Floyd, Jr., 44 

Ovarian isoplastism: See Bennett 

Ovary, carcinoma of: See Shands 

Ovary, teratoma of: See Pulskamp 


Pain, low back: See Pickett 

Pancreatic lithiasis with diabetes; report of 
4 cases, T. H. Thomason, 135 

Pass in review, Editorial, 221 

Pathology and surgical management of acute 
head injury, E. S. Gurdjian, 711 

Pelvic inflammation: See Clardy 

Pelvimetry: See Troje 

Peple, W. L.: Results of radium treatment 
of cancer of the cervix, 600 

Peptic ulcer: See Morgan 

Perforating duodenal ulcer: See Scott 

Perforating gunshot wounds of abdomen: 
See Rippy 

Perineal-abdominal operation for cancer of 
rectum, A. O. Singleton, 30 

Physiologic aspects of intervertebral disc: 
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Pickett, J. C.: Role of the fascia in low back 
pain, 738 

Pilcher, C.: Principles governing the diag- 
nosis and treatment of acute cranio- 
cerebral injuries, 783 

Pneumatocele, intracerebral: See Echols 

Pneumonectomy: See Coleman 

Poth, E. J.: More effective surgical mask, 
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Powder, sulfanilamide, use of in abdominal 
surgery: See Kennedy, Lee 

Pregnancy, ectopic, treatment of: See Falls 

Presentation of memorial gavel, Editorial, 
T. C. Davison, 376 

Prevention of deformities in compound frac- 
ture treatment, C. S. Venable and W. G. 
Stuck, 234 

Principles governing diagnosis and treat- 
ment of acute cranio-cerebral injuries, 
C. Pilcher, 783 

Prostate, conservative surgical treatment of 
carcinoma of: See Thompson, G. J. 

Pseudomyxoma peritonei from ruptured mu- 
cocele of the appendix, D. P. Hall, 264 

Pulmonary complications in surgery of the 
biliary tract: a study of 132 consecutive 
cases, H. B. Asman, 116 

Pulskamp, M. H.: Griswold, R. A., and 
Blair, F. L.: Secondary intrarectal solid 
teratoma of the ovary, 880 


R 

Radial styloid process, stenosing tendova- 
ginitis of: See Wood 

Radium treatment of cancer of cervix: See 
Peple 


Ramsey, L. C.: See Bennett 

Rankin, F. W.: Surgical treatment of ade- 
nomatosis of the colon, 615 

Recent compound wounds, treatment of: See 
Griswold 

Rectum, perineal-abdominal operation for 
cancer: See Singleton 

Regional ileitis, H. E. White, 194 

Relation of allergy to surgical diagnosis in 
diseases of the gastro-intestinal tract, 
A. E. Cohen, 216 

Relationship between fecaliths in the ap- 
pendix and gangrenous appendicitis, W. 
J. Tennison, III, and C. F. Dixon, 111 

Relief of contractures of the knee following 
extensive burns, W. G. Hamm and J. 
H. Kite, 795 

Results of radium treatment of cancer of 
the cervix, W. L. Peple, 600 

Review of 1600 blood transfusions in pri- 
vate practice: See Watson 

Richmond!, Editorial, R. L. Sanders, 146 

Richmond Assembly, Editorial, 398. 

Richmond Postgraduate Surgical Assembly, 
Editorial, I. Abell, 144 

Richmond Surgical Assembly, I. Abell, 153 

Rippy, E. L.: Management of perforating 
gunshot wounds of abdomen: based on 
a study of 369 cases, 441 

Robertson, J. F.: See Graham 

Role of fascia in low back pain, J. C. Pick- 
ett, 738 

Role of trauma in the causation of hernias, 
editorial, H. J. Shelley, 897 

Rosser, C.: The exteriorization of colonic can- 
cers, 874 

Rupture of spleen: See Willis 

Ruptured, gangrenous left-sided appendicitis: 
report of a case, W. C. Kennedy, 858 

Ruptured mucocele of appendix: See Hall 

Russell, P. B., Jr.: See Bennett 


Salpingostomy: See Black 
Sanders, R. L.: Dr. Willis Cahoon Camp- 
bell, Editorial, 451 
Multiple dissimilar carcinomas of stomach, 
695 
Richmond!, Editorial, 146 
See Watson 
Scott, A. C., Jr.: Obstructive jaundice caused 
by perforating duodenal ulcer, 637 
Seastrunk, J. G.: See Coleman 
Secondary intrarectal solid teratoma of the 
ovary, M. H. Pulskamp; R. A. Griswold 
and F. L. Blair, $80 
Section of fifth cranial nerve: See Craig 
Sectional meetings, Editorial, 690, 846 
Shands, H. R., and Clark, R. L., Jr.: Car- 
cinoma of the ovary, 813 
Shelley, H. J.: The role of trauma in the caus- 
ation of hernias, editorial, 897 
Sherwood, M. W., and Speed, T.: Brief his- 
tory of surgical societies, 50 
Single unit cotton thread surgical technic, 
K. P. A. Taylor, 125 
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Singleton, A. O.: Perineal-abdominal oper- 
ation for cancer of rectum, 30 

Skin graft: See Blocker, Hamm 

Smears, vaginal: See Bennett 

Smith, H.: See Campbell 

Societies, surgical: See Sherwood 

Speed, T.: See Sherwood 

Spleen, cysts of: See Watts 

Spleen, eventration of: See Willis 

Staphylococcal infections: See Longacre 

Statistics, Editorial, I. Cohn, 686 

Stenosing tendovaginitis at the radial styloid 
process, C. F. Wood, 105 

Stenson’s duct, traumatic fistula of: See Wel- 
born 

Sterility relieved by left salpingostomy fol- 
lowing right salpingo-oophorectomy, W. 
T. Black, Jr., 42 

Stomach, dissimilar carcinomas of: See San- 
ders 

Stomach, liposarcoma of: See Abrams 

Stuck, W. G.: Dr. Anson Jones, last Texas 
president, Editorial, 607 

Muscle changes in infantile paralysis, Edi- 
torial, 145 
See Venable 

Styloid process, radial, stenosing tendovagin- 
itis of: See Wood 

Subdural hematoma of cerebrum: See Fincher 

Sulfa-drugs and internal fixation in the treat- 
ment of compound fractures, W. 
Campbell, and H. Smith, 409 

Sulfanilamide: See Campbell, Joplin, Ken- 
nedy, Lee 

Sulfanilamide in the local treatment of trau- 
matic wounds, R. O. Joplin, 733 

Sulfanilamide powder in abdominal surgery: 
See Lee 

Surgery, conservative, in tumors of. bone: 
See Coley 

Surgery in duodenal ulcer: See Bradfield 

Surgery in peptic ulcer, J. O. Morgan, 575 

Surgery in tumors of bone: See Coley 

Surgery of abdomen: See Lee 

Surgery of the biliary tract, F. M. Douglass, 
773 

Surgery of the biliary tract, pulmonary com- 
plications in: See Asmar 

Surgical correction of oligomenorrhea, men- 
orrhagia and menopause by ovarian iso- 
plastism, M. J. Bennett and P. B. Rus- 
sell, Jr., 154 

Surgical diagnosis in diseases of gastroin- 
testinal tract, relation of allergy to: 
See Cohen 

Surgical management of acute head injury: 
See Gurdjian 

Surgical mask, more effective: See Poth 

Surgical patients, importance of vitamin 
therapy in preparation and postoperative 
care of: Sydenstricker 

Surgical societies, history of: See Sherwood 

Surgical technic, single unit cotton thread: 
See Taylor 

Surgical treatment of adenomatosis of colon, 
F. W. Rankin, 615 
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Surgical treatment of cancer of prostate: 
See Thompson, G. J. 

Survey of 496 cases of vaginal bleeding, A. 
E. Imler, 802 

Sydenstricker, V. P.: Importance of vitamin 
therapy in preparation and postoperative 
care of surgical patients, 592 
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Taylor, K. P. A.: Single unit cotton thread 
surgical technic, 125 

Technic of individual ligation in pneumo- 
nectomy and extramediastinal individual 
ligation in lobectomy: analysis of au- 
thors’ series, F. P. Coleman and J. G. 
Seastrunk, 491 

Technic, single unit cotton thread surgical: 
See Taylor 

Tendovaginitis at radial styloid process: See 
Wood 

Tenery, J. H.: See Tenery, W. C. 

Tenery, W. C., and Tenery, J. H.: Emer- 
gency treatment of burns, 759 

Tennison, W. J., III, and Dixon, C. F.: Re- 
lationship between fecaliths in the ap- 
pendix and gangrenous appendicitis, 111 

Teratoma of ovary: See Pulskamp 

Therapy, cod liver oil, of wounds and burns: 
See Hardin 

Therapy, hormonal, of fibromyomas of uter- 
us: See Greenblatt 

Therapy, vitamin, in preparation and post- 
operative care of surgical patients: See 
Sydenstricker 

Therapy of burns: See Hardin, Tenery 

Thomason, T. H.: Pancreatic lithiasis with 
diabetes; report of 4 cases, 135 

Thompson, G. J.: Carcinoma of the prostate: 
its conservative surgical treatment, 271 

Thompson, M.: Intestinal intubation, 88 

Thyroid, aberrant: See Gay 

Torsion of the omentum, J. D. Martin, 210 

Transfusions, blood: See Watson 

Trauma of abdomen: See Estes, 
Rippy 

Traumatic fistula of Stenson’s duct, M. B. 
Welborn, 793 

Traumatic rupture of spleen and eventra- 
tion of spleen, B. C. Willis and H. A. 
Cole, 393 

Traumatic wounds, sulfanilamide in local 
treatment of: See Joolin 

Treatment, cod liver oil, of wounds and 
burns: See Hardin 

Treatment, emergency, of burns: See Tenery 

Treatment, hormonal, of fibromyomas of 
uterus: See Greenblatt 

Treatment of acute cranio-cerebral injuries: 
See Pilcher 

Treatment of acute fractures of the neck 
of the femur, H. B. Boyd, 364 

Treatment of adenomatosis of colon: See 
Rankin 

Treatment of burns: See Hardin, Tenery 

Treatment of cancer of cervix: See Peple 

Treatment of cancer of larynx: See Tucker 


Joplin, 
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Treatment of cancer of prostate: See Thomp- 
son, G. J. 

Treatment of carcinoma of cervix: See Peple 

Treatment of carcinoma of larynx: See 
Tucker 

Treatment of carcinoma of prostate: See 
Thompson, G. J. 

Treatment of compound fractures: See 
Campbell, Venable 

Treatment of ectopic pregnancy: See Falls 

Treatment of fibromyomas of uterus: See 
Greenblatt 

Treatment of fractures of humerus: See 
Hudson 

Treatment of fractures of neck of femur: 
See Boyd 

Treatment of human staphylococcus infec- 
tions: See Longacre 

Treatment of recent compound wounds, R. 
A. Griswold, 630 

Treatment of traumatic wounds: See Joplin 

Treatment of trigeminal neuralgia: See 
Craig 

Treatment of wounds: See Griswold, Hardin 

Treatment, surgical, of adenomatosis of col- 
on: See Rankin 

Treatment, surgical, of cancer of prostate: 
See Thompson, G. J. 

Treatment, surgical, of peptic ulcer: See 
Morgan 

Treatment, surgical, of tumors of bone: See 
Coley 

Troje, O. R.: Instrument to simplify pelvi- 
metry, 487 

Tuberculosis of the breast, W. P. Nicolson 
and C. E. Gillespie, 825 

Tucker, G.: Cancer of larynx; diagnosis, 
treatment and results, with observations 
on relation of benign tumors to cancer, 
671 

Tumors: See Coley, Hancock, Tucker 

Tumors, direct x-irradiation of: See Han- 
cock 

Tumors of bone: See Coley 

Tumors of larynx: See Tucker 

Tumors, mesenteric: See Hancock 

Tumors, malignant: See Hancock 

Turberville, J. S.: See Abrams 


U 

Ulcer: See Bradfield, Morgan. Scott 

Ulcer, duodenal: See Bradfield, Scott 

Ulcer, peptic: See Morgan 

Ulcer, peptic, surgery in: See Morgan 

Ulcer, perforating duodenal causing ob- 
structive jaundice: See Scott 

Urology award, 901 

Use of the hanging cast in treatment of 
fractures of the humerus, R. T. Hud- 
son, 132 

Use of sulfanilamide powder in abdominal 
surgery, Q. B. Lee, 680 

Uterus, fibromyomas of: See Greenblatt 
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Vagina, cysts of: See Lisenby 
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Vaginal bleeding, survey of 496 cases: See 
Imler 

Vaginal changes during normal menstrual 
cycle, M. J. Bennett and P. B. Russell, 
Jr., 519 

Vaginal smears correlated to ovarian func- 
tion (4% months fetus through puberty), 
M. J. Bennett and P. B. Russell, Jr., 79 

Vaginal smears in pregnancy: See Bennett 

Variations, cyclic, of some hormones inter- 
preted quantitatively: See Bennett 

Venable, C. S., and Stuck, W. G.: The pre- 
vention of deformities in compound frac- 
ture treatment, 234 

Vitamin K, Editorial, J. G. Gay, 530 

Vitamin therapy in preparation and post- 
operative care of surgical patients: See 
Sydenstricker 


Warthen, H. J.: See Watts 

Watson, J. E., Jr., and Sanders, R. L.: A 
critical review of 1600 blood transfu- 
sions in private practice, 93 

Watts, T. D., and Warthen, H. J.: Non- 
parasitic cysts of spleen; report of a 
case, 34 

Weed, J. C.: See Collins 

Welborn, M. B.: Traumatic fistula of Sten- 
son’s duct, 793 

When a doctor completes his medical edu- 
cation he should retire, Editorial, B. 
T. Beasley, 220 

White, H. E.: Regional ileitis, 194 

White, R. J.: Fatal infection of abdominal 
wall following appendectomy, 13 

Hemangioma of the terminal ileum with re- 

current hemorrhages from the rectum, 
R. J. White, 886 

Wilcox, E. A.: See Greenblatt 

Wilder, E. M., and Moldavsky, L. F.: Con- 
genital hydrocephalus complicating la- 
bor: report of cases, 861 

Willis, B. C., and Cole, H. A.: Traumatic 
rupture of spleen and eventration of 
spleen, 393 

Wise, I. M.: Osteitis fibrosa cystica, 819 

Wood, C. F.: Stenosing tendovaginitis at 
radial styloid process, 105 


Wounds: See Griswold, Hardin, Joplin, 
Rippy 

Wounds, cod liver oil therapy of: See 
Hardin 


Wounds, compound: See Griswold 

Wounds of abdomen: See Rippy, Estes, Jop- 
lin 

Wounds, treatment of: See Griswold, Hardin, 
Joplin, Rippy 

Wounds, sulfanilamide treatment of: See 
Joplin, Lee 

Wounds, treatment of with sulfanilamide 
powder: See Lee 
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X-irradiation of tumors: See Hancock 
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UT for Ethicon Sutures is prepared in this new, modern factory, conveniently near the 
oe . stockyards from which fresh raw material is received daily. (Johnson Su- 
ture Corporation is a subsidiary of Johnson & Johnson.) The plant has been planned 
and equipped to produce gut under ideal conditions, with laboratory supervision of 
every process. From this plant the sutures are shipped to our New Brunswick Suture 
Laboratory for final processing, tubing and sterilization. 

The plant 1s the only one of us kind, and 1s the 
exclusive source of supply for Ethicon Surgical Gut. 
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Suture Technique (No.5) 


The meticulous care in handling tissues during operative procedure is no more important 

than care in choosing the proper catgut for suturing. Tissues are vital. Catgut, too, is 

vital, in the confidence and trust placed in it by the surgeon. The science of surgery and 

the art of suturing are embellished by the use of proper catgut. Catgut making is a science 
and its use is an art. Ethicon Sutures are worthy of the surgeon’s skill. 
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BILIARY SPASMS 


Laboratory and clinical evidence* distinctively favors the use of Trasentin, 
“Ciba” to ease spasms of the biliary tract as in cholelithiasis and cholecystitis. 
Trasentin** allays both neurogenic and myogenic spasms of many muscles. 
Rapid absorption gives speedy results in disquiet of the urinary tract, and of the 
gastro-intestinal tract (as in ulcer, gastritis, and pylorospasm). Investigators 
report no untoward side actions such as dryness of the mouth, dilatation of pupils, 
palpitation, etc. Yet Trasentin (hydrochloride of diphenyl-acetyl-diethyl- 
aminoethanol) combines the benefits of atropine and papaverine. 
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LITERATURE UPON REQUEST 
. Pat. Off. Word ““Trasentin™ i product 


* Trade Mark U.S. identifies the as 
hydrochloride of diphenyl-acetyl-diethylamino-ethanol of Ciba's manufacture. 
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